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ABSTARACT 
The study entitled "Impact of Literacy on Quality of Life with particular reference to 
decision making, health, and Nutritional status of women in Jawan Block, Aligarh, (U.P)" is 
categorized into six chapters. 
The first chapter "Introduction" presented 'the brief description of issues on literacy, 
> * - , • — . 
quality of life, health statwl Jiutritional status, decision making and further discussed the 
need and importance of study." '•.'./' 
The second chapter "Review of literature" was an attempt to encircle the socio 
demographic profile, literacy to quality of life, health status, nutritional status, decision 
making in earlier research carried out in various parts of India and Abroad. 
The third chapter" Materials and methods" presented the details of methodology used 
to achieve required objectives of the study. It provides the detail of research design, locale, 
tools, study data, data processing and other essential aspects of conducting study. 
The fourth chapter "Results" included the findings based on the data collected from 
the field. Findings related to socio demographic profile, literacy to quality of life, health 
status, nutritional status, decision making and their association between these variables are 
represented in the form of tables and graphs. 
The fifth chapter "Discussion" was based on interpretation of findings in the light of 
review of literature. 
The sixth chapter "summary and conclusion" gives the brief procedure and major 
findings of the whole study. The conclusions were drawn from the finding and suggestions 
were also described in this segment. 
The study was conducted with the following objectives and hypothesis-
General objectives 
1. To study the literacy profile of rural women in Jawan Block; 
2. To study the quality of life of the rural women in Jawan Block ; 
Specific objectives 
1. To study socio-demographic variables (age and occupation) and its relation with quality of 
life of the rural women in Jawan Block; 
2. To study relationship between literacy and quality of life of the rural women in Jawan 
Block; 
3. To study relationship between literacy and health status of the rural women in Jawan Block; 
4. To study the relationship between literacy and nutritional status of the rural women in Jawan 
Block; 
5. To study relationship between literacy and decision making of the rural women in Jawan 
Block. 
Hypothesis of the study 
1. There is no significant relationship between quality of life and socio-demographic 
variables (age and occupation) of rural women. 
2. There is no significant relationship between literacy and quality of life of rural women. 
3. There is no significant relationship between literacy and health status of rural women. 
4. There is no significant relationship between literacy and nutritional status of rural 
women. 
5. There is no significant relationship between literacy and decision making of rural women. 
The study was conducted with the general objectives- to assess the literacy level of rural 
women in Jawan Block and to find out the level of the quality of life of the rural women in 
Jawan Block. For the purpose of study a sample of 400 adult rural women in the age group of 
18-40 years were selected from the 10 villages from naya panchayat (local governance) 
namely (Cherrat, Sumera, Nagaula, Kasimpur, Jawan Sikandrpur, Jawan wajidpur, Faridpur, 
Chanduakha) of Jawan block using proportionate stratified random sampling design. 
Information regarding demographic profile, nutritional status, health status, decision making, 
and quality of life was collected through interview schedule, observation method, and case 
study. Data was collected in three stages. After collecting data coding, editing, and 
compilation were done. The analysis was made using statistical package for social sciences 
(SPSS) version 17. Different statistical tools i.e. frequency and spearman correlation (rs) were 
employed to systematically present the information and to develop the relationship among 
the various variables. Variables wise results drawn from the data are as follows-
Demographic profile of rural women 
• Majority of respondents in the sample were in the age group of 24 to 28 years. 
• Majority of respondents in the sample were lives in nuclear family. 
• Majority of respondents belonged to Hindu community. Majority of respondents in the sample were 
belonged to General castes. 
• Majority of respondents in the sample were housewife. 
• Majority of respondents in the sample belonged to poor class. 
Association between literacy and quality of life of the rural women 
Literacy and quality of life (housing) 
• Significant and negative association was found between respondent's literacy level and type 
of house (rs=-.001, p < 0.01). 
• Negative and insignificant relationship was found between respondent's literacy level and 
bathroom facilities present in the house (rs= -.0\\,p> 0.01). 
• Negative and insignificant relationship was found between respondent's literacy level and 
toilet facilities present in the house {rs=-.0\3,p> 0.01). 
• Significant and positive association was found between respondent's literacy level and 
ownership of the house {rs= .000, p < 0.01). 
Literacy and quality of life (neighbourhood/community services) 
• Insignificant relationship was found between respondent's literacy level and access to 
satisfactory road network in the village {rs= .005,/? > 0.01). 
• Insignificant relationship was found between respondent's literacy level and network of 
telephone service(s) in the village {rs= .005, p< 0.01). 
• Significant and positive association was found between respondent's literacy level and 
access to health centres (rs= .206,p < 0.01). 
Association between literacy and health status of the rural women 
Use of contraception 
• Majority (45%) of respondents were using condom, 22.5% of respondents were using 
tubectomy, 15% of respondents were using lUD and only 17.5% of respondents were not 
using any contraceptives. 
• Majority (11.25%) of respondents were not aware about the mode of contraception, 3.75% 
of respondents were not using contraceptives due to partner opposition and only 2.5% of 
respondents were not using any contraceptives due to side effect. 
• Significant and positive association was found between literacy level and use of 
contraceptives {rs= .005,p < 0.01). 
• Insignificant association was found between literacy level and reason for not using any 
contraceptives (r^ = .023, /? > 0.01). 
Awareness to HIV/AIDS 
• Majority (88.5%) of respondents was not aware about AIDS/HIV and only 11.5% of 
respondents were aware about AIDS/HIV. 
• Significant and positive association was found between literacy level and awareness 
regarding HIV/AIDS (r,= .223, p < 0.01). 
Access to Antenatal care among women 
• Majority (56%) of respondents were not received full ANC Package (>3 ANC visits, TT2 
/Booster & IF A tablet intake for 3 or more months). 
• Significant and negative correlation was found between literacy level and utilization of full 
ANC package in rural women {rs=-.230,p < 0.01). 
Place of delivery 
• Majority 43.75% of respondent's were delivered in their home, 25% of respondent's were 
delivered in government hospital and remaining 31.25% of respondent's were delivered in 
private hospital. 
• Significant and positive correlation was found between literacy level place of delivery 
among rural women (r^= .227, p < 0.01). 
Role of faith healer and herbalist 
• Majority (68.75%)) of respondents was unconscious with role of faith healers and herbalists 
while 31.25% of respondents were conscious with role of faith healers and herbalists. 
• Significant and positive association was found between literacy level and consciousness 
allied with role of faith healers and herbalist {rs= .227, p < 0.01). 
Association between literacy and nutritional status of rural women 
Body Mass Index (BMI) 
• Majority (56.5%) of respondents were underweight BMI < 18.5. 
• Significant and posifive correlafion was found between literacy level and BMI (p < 0.01). 
• 
Dietary pattern of rural women 
Food intake of Non Pregnant Non Lactating respondents, the average consumption of 
cereals was 314g/d, pulses 27g/d, Green leafy vegetables 20 g/d, other vegetables 50 g/d, 
roots and tubers 60 g/d, fruits 10 g/d, milk and milk products 30 g/d and fats and oils 7 g/d. 
Food intake of pregnant respondents, the average consumption of cereals was 362g/d, 
pulses 30 g/d. Green leafy vegetables 17 g/d, other vegetables 50 g/d, roots and tubers 50 
g/d, fruits 10 g/d, milk and milk products 35 g/d and fats and oils 9 g/d. 
Lactating respondents, the average consumption of cereals was 400 g/d, pulses 30 g/d. 
Green leafy vegetables 24 g/d, other vegetables 56 g/d, roots and tubers 64 g/d, fruits 14 
g/d, milk and milk products 40 g/d and fats and oils 14g/d. 
Significant and positive correlation was found between literacy level and average 
consumption of nutrients among NPNL rural women (p < 0.01). 
• Significant and positive correlation was found between literacy level and average 
consumption of nutrients among pregnant rural women (p < 0.01). 
• Significant and positive correlation was found between literacy level and average 
consumption of nutrients among lactating rural women (p < 0.01). 
Anaemia 
• In NPNL women majority of respondents had Severe anaemia - <7.0 g/dl. 
• In pregnant women majority of respondents had Severe anaemia - <7.0 g/dl. 
• In lactating women majority of respondents had Mild anaemia - 9.0-10.9 g/dl. 
• Significant correlation was found between literacy and haemoglobin level (p< 0.01). 
Clinical nutritional deficiency 
Majority of respondents have Bitot's spot (a sign of vitamin A deficiency). 
Majority of respondents have angular stomatitis (a sign of B complex vitamin deficiency). 
Majority of respondents have dental caries (a sign of vitamin C deficiency). 
Majority of respondents have paleness of nails (a signs of deficiency of iron). 
Significant correlation was found between literacy level and clinical nutritional deficiency 
(p<0.01). 
Relationship between literacy and decision making of the rural women 
Decision making in household affairs 
• Majority of decision (50.25%) were taken by husband, 23.5% were joint decision and 
27.25% of decision were taken by respondent alone. 
• Majority of decision (37.5%) regarding cooked food was taken by respondent alone. 
• Decision regarding education of children majority of decision (37.5%) of decision was 
taken by respondent alone, 32.5% were joint decision and only 30% of decisions were 
taken by husband alone. 
• Significant association was found between literacy and decision making in household 
affairs (r,= .322, jf7< 0.01). 
Decision making in personal affairs 
• Decision regarding contraception majority of decision (50.25%) were taken by husband, 
25% of decision were taken by respondent alone and only 24.75% were joint decision. 
• Decision regarding place of delivery, out of which majority (42.5%) of decisions were 
taken by respondent alone. Decision regarding respondent health care majority of decisions 
were taken by respondent alone, 25% were joint decision and 22% of decisions were taken 
by husband. 
• Significant association was found between literacy and decision making in personal 
affairs(r,= .762,/?<0.01). 
Conclusion 
Women in rural areas of Jawan block are mostly illiterate, belonging to low socio economic 
status and still unconscious about traditional faith healers. Self imposed restrictions were also 
found among rural women. Study concluded that literacy profile of the women had significant 
impact on their quality of life, health status, nutritional status and increases the participation of 
rural women in household as well as personal decision making. The present study is not an end 
in itself; it is an attempt to make literacy useful for various local, regional, national and 
international organizations, the extension workers, nutritionists and the other social workers to 
use this information to educate women in making wise better quality of life. This may also help 
planners and executors of the developmental programmes to do programme planning more 
successflilly, systematically and on scientific lines. 
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INTRODUCTION 
Every society has clearly defined specific roles for women in the family. After marriage, 
in their marital home they are expected to be a devoted daughter in law, a nameless wife 
and a selfless motherhood. This has happened especially in rural families. A common 
denominator in their lives is that they are generally confined to home, with restricted 
mobility, and lived in seclusion. As a resuU of the cultural and economic factors, women 
face discrimination right from the childhood. It is held that both in childhood and 
adulthood males are fed first and better. They are also given preference for schooling. 
Other, unwritten, hierarchical practices place further constraints on women. Despite 
major changes that have occurred in the status of women still there are some norms that 
restrict women to the home are prevalent in India. Their activities as producers of the 
household are not reflected in National Income Statistics and make their contribution 
unaccounted. In an effort to uphold cultural heritage, the past is glamorized and with it, 
the equality of women and enhancement of their role in development gets inhabited 
(Sengupta and Singh, 2001). 
The sex ratio in India was at 933 females per 1000 males according (Government of India 
1998). 120 million women lived in abject poverty. Lack of healthcare facilities and 
poverty has been resulting in India accounting for 27% of all maternal deaths worldwide. 
Rural women in India constitute 77.00 % of the female population (Jhamtani, 1995). 
They share abundant responsibility and perform a wide spectrum of duties in running the 
family, maintaining the house hold activities; even then they are economically and 
socially invisible which affects her quality of life. The present chapter of introducfion 
1 
outlines the concept of the study entitled "Impact of Literacy on Quality of Life with 
particular reference to decision making, health, and Nutritional status of women in Jawan 
Block, Aligarh, (U.P)". Introduction proceeds as following sections: 
1.1 Literacy and women 
1.2 Quality of life and women 
1.3 Decision making and women 
1.4 Health status of women 
1.5 Nutritional status of women 
1.6 Rationaleof the study 
1.7 Significance of the study 
1.8 Objective of the study 
1.9 Hypothesis of the study 
1.1 Literacy and women 
The term Literacy means "the ability to read and write with understanding in any 
language". A person who can merely read but cannot write is not classified as literate. 
UNESCO (1961) drafted a definition of literacy as the ability to identify, understand, 
interpret, create, communicate, compute and use printed and written materials associated 
with varying contexts. Literacy involves a continuum of learning in enabling individuals 
to achieve their goals, to develop their knowledge and potential, and to participate fully in 
their community and wider society. 
Literacy acquisition among women has been linked with various social, economic, and 
personal benefits, including greater likelihood of using health care aids properly, greater 
disposition to space children, greater readiness to participate in new forms of economic 
organization, and release from fears of humiliation and powerlessness (L. Bown 1990). 
As some specialists have said, raising the literacy levels of women may help leads greater 
functioning skills, but quality of life is unlikely to be enhanced if the skills are not 
accompanied by certain other basics (Street. B 1992). There is remarkably little empirical 
evidence that literacy attainment among women in particular has a positive socio-
economic effect on their lives. Literacy levels remain low for women in India, especially 
in rural areas, where literacy has been found to be the most significant factor correlating 
to survival. 
Literacy level among Indian women 
Literacy has been a very important part of Indian social and cultural life from the earliest 
times. Census-wise figures for literacy are given in Table 1.1. Over the six censuses 
conducted in India since Independence, the literacy rate for females has increased from 
8.86 per cent to 65.46 % which means that about less than half of the women are still 
illiterate. The country has continued its march in improving literacy rate by recording a 
jump of 9.21 % during 2001-2011. The increasing in literacy rate for female is 11.79%. 
Female literacy rate of Uttar Pradesh state is 42.22 % in census 2001 which is below 
Economical national average of 65.4 per cent and is 59.26 % in census 2011 which is 
again below Economical national average. The literacy rate in Uttar Pradesh at 57.36% is 
below the national average 65.4%. Female literacy situation in Uttar Pradesh is dismal 
with the literacy rate for females being abysmally low at 42.98% as against 70.23% for 
males. Literacy rate of Schedule Caste females compared to general population is much 
lower 10.69% (Government of India 1998). Thus the literate women in India play a very 
significant role in improving living standards in the country. A higher literacy rate of 
women can improves the quality of life both at home and out side the home. 
Table No 1.1 Census-Wise Literacy Rates in India 
Census 
Year Female 
Percentage 
Male Persons 
1951 
1961 
1971 
1981 
1991 
2001 
2011 
8.86 
15.34 
21.97 
29.85 
39.29 
54.16 
65.46 
27.16 
40.40 
45.95 
56.50 
64.13 
75.85 
82.14 
18.30 
28.31 
34.85 
43.56 
52.21 
65.38 
74.4 
Source: Census Reports, 2011 Govt, of India; New Delhi. 
1.2 Quality of life and women 
The definition provided for Quality of Life seems qualitative: "Quality of life is the 
product of the interplay among social, health, economic and environmental conditions 
which affect human and social development" (Ontario Social Development Council, 
1997). According to WHO definition, quality-of-life is the individual's perception of their 
status in life according to the cultural and value systems the person lives in, considering 
their aims, expectations, standards and worries. In relation to quality of life under the 
health domain, Okello (2007) says that access to and adequate use of information may 
prevent the rural women from indiscriminate use of drugs. Whereas in terms of access 
and use of information has enhanced the quahty of Hfe of the rural women include the 
access to information about water supply, refuse disposal and poverty eradication action 
plan in their neighbourhood. Mooko (2002) opined that rural women have been socially 
and economically isolated because they have no time to travel to urban areas or socialize 
because conditions of rural life such as lack of good roads, water supply, electricity, lack 
of information and communication technologies, etc, are major constraints that have 
prevented their representation and increase their low quality of life. 
Association between Quality of life with Literacy among women 
Quality of life seems very similar to the "standards of living" measurement which looks 
at the "quantity and quality of goods and services available to people. It measures such 
aspects as births, deaths, literacy levels, newspaper circulation, population density, etc." 
As with literacy, there is no single definition of quality of life. Haas (1999) says that 
although many definitions of quality of life exist, most lack a conceptual framework or 
theoretical orientation. Illiteracy among women have been shown to be an indicator of 
higher hospitalization rates, greater rates of malnutrition (Bharmal, 2000), and skin 
disease (Gibbs, 1996). Illiteracy is directly related with poor decision making, poor 
nutritional status, poor health status which ultimately affects the quality of life. 
Poor decision making 
Illiteracy! ^^j^;^^ >Poor nutritional status " ^ ^ [Poor quality of life 
Poor health status 
Figure 1.1 Illiteracy and Quality of life- the link 
1.3 Decision Making and women 
Decision making is an important aspect of daily life. It directs the things to happen, 
instead of just letting them to happen. Achievement of family goals depends upon 
effective decision making and task performing which involves coordination, supervision 
and checking of actions. Women in India are restricted in matters of decision making, 
freedom of mobility and access to money, though wide variations exist depending on the 
socio demographic context (UPS and ORC Macro, 2000). Literacy also appears to 
significantly improve the participation of women in household decision-making. 
Achieving an educational milestone, such as moving from having no formal education to 
having some primary school education (1-5 grade), is associated with a 1-9 percentage 
point increase in decision-making participation, with the exact percentage point 
difference dependent on the educational categories and the variable in question. The 
increases in decision-making participation are highest for the highest educational 
categories. Some of the decision making variables are as follows: 
1.3.1. House hold decision making 
Rural women's decision-making power, whether it be domestic or outside the family, 
depends on self-confidence and eligibility that comes after education. Women household 
decision making are dependent on the male head of the family for all her needs including 
food, health, finances for her whole survival and that of her children. Rural areas because 
of their remote location and comparative isolation are no doubt more exposed to the 
clutches of illiteracy and ignorance, characterized by as low as 7% female literacy rate. 
1.3.2 Women health care decision making 
Women health care is essential in the light of woman decision making as she looks after 
the whole family. Sometimes the decisions for women to seek medical care are made by 
their husbands, family members or community members except for a few of those who 
are educated and can make up the decision by themselves. Women's autonomy in health-
care decision-making is extremely important for better maternal and child health 
outcomes. Highly educated women are more likely to take part in decision making in 
their own health care. Education may impart feelings of self-worth and self-confidence, 
which are more important features in bringing about changes in health-related behaviour 
among rural women than exposure to relevant information. Nevertheless, greater 
education may reduce the power differential between providers and clients and lower 
women's unwillingness to seek care. 
Literacy and decision making among women 
An increase in education means greater decision-making autonomy for women in both 
attitudes and behavior. Women with higher schooling are more likely to say that their 
opinion have weight in household decisions, and they are also more likely to think that 
women should have decision-making input on matters both within and outside the 
customary female domain. Analysis of surveillance data from the Maternal and Child 
Health—Family Planning project in Bangladesh show positive effects of education on 
women's ability to make household decisions and control resources. A more recent study 
in India, based on the National Family Health Survey-II, reports a strong and consistent 
positive relationship between women's schooling and their input on health care decisions 
for themselves and their ability to set aside money for personal use (Sengupta and 
Pi/^^yh^B^S). Analysis of the Asian Marriage Survey demonstrates a strong and 
positive effect of girls' education on their decision-making input in the selection of a 
spouse .Mason stated "Measurement of female autonomy includes the degree of power of 
women to have over their own mobility, personal decision and decisions within the 
household". Women's participation in household decision making alone or jointly with 
others suggesting that autonomy increases with their literacy level. 
1.4. Health status of women 
According to WHO, health is a state of complete physical, mental and social well-being 
and not merely the absence of disease or infirmity. The health status is usually measured 
in terms of life expectancy at birth, infant mortality rate, fertility rate, crude birth rate and 
8 
crude death rate. These indicators of health are determined by numerous factors such as 
per capita income, nutrition, housing, sanitation, safe drinking water, social 
infirastructure, health and medical care services provided by government, geographical 
climate, employment status, incidence of poverty and the like (Reddy and Selvaraju 
1994; Dadibhavi and Bagalkoti 1994). Health status may have both broad and narrow 
definitions. And it may have different underlying meaning for physicians, philosophers, 
sociologists, demographers and others. Traditional ways of measuring health status 
include the use of mortality rates, life expectancy and variants of age specific mortality 
rates. The initial gradual, and later rapid, decrease in mortality rates and changing 
patterns of morbidity and mortality, specifically the increasing dominance of chronic 
illnesses, led to the focus on impairment aspects of ill health during the early 20th 
century, particularly in the 1930s. In addition, though mortality substantially has 
declined, and morbidity has became more important concern for individuals and for 
public health. Indian women have high mortality rates, particularly during childhood and 
in their reproductive years. This being so, the 'lived experiences' of women in India are 
replete with potential risk factors that have implications for their lives and well-being. 
The multiple roles of household work, child rearing and paid work that women carry out 
has implications for their physical and mental health. The types of morbidity experienced 
by the women included reproductive problems, aches, pain and injuries; weakness, fever, 
respiratory problems; problems in the gastro intestinal tract; skin, eye and ear problems 
and a residual category of 'other' problems. Some of them are discussed as follows: 
1.4.1 Reproductive Health status of women in India 
Reproductive health, implies that people are able to have the capacity to reproduce and 
the freedom to decide if, when and how often to do so. Implicit in this last condition are 
the right of men and women to be informed of and to have access to safe, effective, 
affordable and acceptable methods of fertility regulation of their choice and the right of 
access to appropriate health care services that will enable women to safely go through 
pregnancy and child birth and provide couples with the best chance of having a healthy 
infant India's maternal mortality ratio (MMR) is highest in South Asia. An estimated, 
36,000 women die in India every year due to pregnancy related setbacks Kumar A. 
(2005). However the measures taken by the government have not proved effective despite 
the fact that high fatalities occur among women every year due to poor reproductive 
health practices. One of the reasons that women succumb to reproduction related 
complications is the absence of timely transportation to the nearest hospital. Experts 
estimate that 70% of the maternal-related deaths are preventable. Good sanitation and 
nutrition and avoiding overwork and stress will improve the health of Indian women. The 
need is to shift focus from the medical to the social, beginning with healthy antenatal 
care. But cultural, social and economic barriers delay or prevent women from seeking 
reproductive health care at any state-antenatal, delivery or post nature. 
1.4.2 Acess to health care 
The health of Indian women is intrinsically linked to their status in society. This health 
status is influenced by different indicators like employment, income, literacy level, social 
groups, level of awareness, accessibility to health care and availability of health services. 
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Poor health leads to deficiency in human capabilities and it also shows the level of 
deprivation among the people. Rural women in Asia are among the most disadvantaged 
people in the world in terms of their health status and access to accurate and appropriate 
health information and comprehensive, adequate and affordable health services. 
Therefore, health of the community needs higher attention while considering the 
development of a region or a country. 
1.4.3 HIV/AIDS 
AIDS is caused by HIV (Human Immunodeficiency virus). Most of the people infected 
by HIV virus during sexual intercourse and using infected syringe of HIV patients. Some 
are also bom with the disease where the mothers are HIV+ve. It is transmitted at the time 
of delivery or when the baby is breastfed by an infected woman. HIV infections of 
women are rising, while almost half of Indian women have not heard of AIDS. Women 
are physiologically deprived and are more likely to be poor and powerless, have less 
acess to land, and social services. Thus powerlessness resulting from some of these 
cultural prescriptions has made women highly vulnerable to HIV/AIDS transmission. The 
lack of knowledge and awareness about AIDS, its mode of transmission and ways to 
avoid infection among women in India is a major challenge to spreads to avoid the spread 
of AIDS. 
1.4.4 Antenatal care (ANC) 
Pregnancy is a special event, so its duty and responsibility of family and community to 
give special /part care to the pregnant woman i.e. 'antenatal care' which is an excellent 
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example of preventive medicine. It provides the pregnant women an opportunity to 
discuss with the health care provider her health in pregnancy, complications that may 
arise during pregnancy and a delivery plan that will meet her needs. Antenatal visits are 
also used to provide essential services that are recommended for all pregnant women 
such as tetanus Toxoid (TT) immunization and prevention of anaemia through nutrition 
education and provision of iron & folic acid (IFA) tablets. Unlike the use of antenatal 
care, the place of delivery, if adequate facilities are provided effectively, has consistently 
been found to be associated to reduce maternal mortality (Thaddeus & Maine, 1994). The 
conditions to facilitate the effective birth delivery are: first, delivery should be assisted by 
trained health workers who are able to identify the signs of complications and act 
appropriately when a problem occurs. Second, Referral facilities should be available to 
deal with obstetric emergencies once they have been identified, and on arrival at the 
referral facility patients should be observed promptly and appropriate decisions made to 
avoid fiirther complications or even death. 
1.4.5 Faith Healers and Herbalists 
Faith healers and herbalists normally serve as the first stage of referral outside the home. 
Mostly, the same person acts as faith healer as well as herbalist. They mostly offer free 
service, and therefore people prefer to utilize their expertise as faith healers first. If things 
do not improve, they go for the herbal treatment. The faith healer part of the treatment 
includes performing Jhara, which consists of waving twigs of the Neem tree in the form 
of a broom and chanting some mantras (incantations), which they believe drive away the 
evil spirit responsible for most of the sufferings of human beings. The herbalist part of 
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the treatment includes administering some local herbs known to cure certain ailments. It 
is interesting to note that these traditional healers (faith healers and herbalists) are very 
keen to be integrated into the mainstream system of referral and training. They all 
expressed a keen desire to undergo any type of training, such that they can be useful 
centres for referral in future. They all seek recognition from the state and look forward to 
some monetary incentives in addition to the training. 
Literacy and health status of women 
Rural women are much less likely to have access to trained personnel when they deliver 
their children than their urban sisters. In terms of their reproductive health, rural women 
also have less access to family planning and reproductive health services. While many 
Asian countries have successfully provided access to such services in urban areas, this 
has been harder to achieve in rural areas, where populations are more dispersed. The 
defining attributes of health literacy that appear consistently in the literature are reading 
and numeracy skills, comprehension, the capacity to use information in health care 
decision-making, and successful functioning in the role of health care consumer" (Speros, 
2004). Regardless of the definitions or concepts used, the research methods are 
quantitatively based with the objective of providing measurable evidence for policy and 
program development in the areas of literacy and health (Speros, 2004; Rootman; 
Nutbeam, 2000; Billek-Sawhney). 
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1.5. Nutritional status of women 
Nutritional status of an individual is defined as the state of his health as affected by the 
intake and utilization of the balance between their dietary intake and expenditure of these 
in the processes of growth, reproduction, and health maintenance. Nutritional status can 
be measured for individuals as well as for populations. Nutrition is a combination of 
processes by which living organisms receive and utilize the materials necessary for 
maintaining function, growth and renewal of its components which is measured in terms 
of calorific value .The calorific value of dietary intake must equal the energy expanded as 
heat and work, if body weight is to be maintained. When calorific intake is insufficient, 
body stores of protein and fat are catabolized, and when intake is excessive, obesity 
results. A balanced diet is defined as one which contains different types of food in such 
quantities and proportions that the need for energy, amino acids, vitamins, minerals, fats, 
carbohydrates and other nutrients is adequately met for maintaining health, vitality and 
general wellbeing. Anaemia in adults was measured three levels of anaemia based on the 
level of haemoglobin: mild anaemia (10.0-10.9 g/dl for pregnant women, 10.0-11.9 g/dl 
for nonpregnant women), moderate anaemia (7.0-9.9 g/dl for women), and severe 
anaemia less than 7.0 g/dl for women Kumar A. (2005). 
Literacy and nutritional status among women 
The education of women has tremendous impact on their nutritional status. The social 
returns to investment in girls and women's education and health are significantly greater 
than for similar investments in boys' and men's education because of the strong 
correlation between women's education, health and nutritional status and the education, 
health and productivity of future generations. Khan et al (2oR) showed in rural areas the 
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dietary intake of cereals was 365 g in literate women (who can read and write with 
understanding) and 362 g in illiterate rural women, except for other vegetables and roots 
and tubers, the intake of all the other foods was lower than the suggested level as 
described by ICMR. The intake of milk, oils and fats was higher in literate women than in 
illiterate women. 
1.6 Rationale of the study 
It is still not being realized that there is definite connection between literacy of women, 
good motherhood, and efficient house management. The management of millions of 
households and the upbringing of millions of children is thus in the hands of illiterate 
women. India constitutes one seventh of the world's population of which half population 
is of women. In many parts of the world bigotry against women begins before they are 
bom and remains with them until they die. In India, the state of affairs of women are upto 
households activities, as well as access to key social resources and to a large extent 
structured by family, marriage and kinship relationships. They often guide the proper 
roles and ftmctions within the larger social system. The status of women is guided by 
inequitable allocation of resources such as food, health-care, education and income. It is a 
ferocious mesh of poverty, culture and traditions that determine a women's access to 
health services and her-own perception of the importance of her health. India has a high 
prevalence of iron deficiency, resulting in 87% of pregnant women, about 68% in 
reproductive age group and about 60%-70% of adolescent girls being anemic. This 
mineral deficiency along with low intake of vitamin C, besides leading to poor health, 
reduced immunity to diseases and illnesses, increased symptoms of fatigue and a cause 
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for various types of morbidities in younger age women has many long term evidences. 
Consequences of poor nutrition during childhood are carried into adolescence and 
adulthood. It even shows its repercussions during maternal phase and later. For centuries 
decision making have been away from women's lap. Women being left out as if it were 
normal and has increased social, educational and cultural gap between women and men 
and has hindered the development of the community. 
The present study covers rural women in Aligarh district who are within the age range of 
18-40 years. The choice of the Block was selected for the reason that Block is one of 
those with the largest concentration of mainly rural people. The rural women comprise of 
women who are married, widowed, separated or divorced. The study seeks to assess the 
impact of literacy on decision making, health, and Nutritional status as they affect quality 
of life of the rural women in Aligarh district. Rural women still don't have ownership on 
land; they can't take independent decisions on various aspects such as education of 
children, money expenditure, and family planning decision, poor nutritional status, and 
health status. The rural woman has lack of access in controlling their resources, an 
increase in the daily inclination that arise from the out migration of males into urban 
centers and into other professions, less education, less social set up, severe poverty and 
her location in a deeply patriarchal society, affecting her quality of life. 
1.7 Significance of the study 
Present study will be helpful for gaining an understanding on women's literacy on their 
quality of life. The findings will assist in fiature the researcher in order to improve the 
quality of life of the rural women in Aligarh district in particular and the nation at large. 
16 
Literacy should embrace connection and contribution in production tilting and drudgery 
reducing among women. It changes perception of ethics of women and their contribution 
to the health, nutrition and decision making within the home and nations. A literate 
woman represents a major force for change. They are the large untapped resource that 
enforces higher growth for a country and leads to drastic dynamic and democratic change 
in a community. The constitution of India has unambiguously conferred on women equal 
rights and opportunities - political, social, and educational and of employment. 
Oppressive traditions, superstition, exploitation and corruption are the hurdles in their 
development. A literate woman is viewed as the panacea of social and economic 
problems affecting the country, along with acting as the positive co-relator for number of 
issues it also enhances women's status. 
The present study is not an end in itself; it is an attempt to make literacy useful for 
various local, regional, national and international organization, the extension workers, 
nutritionists and the other social workers to use this information to educate women in 
making wise better quality of life. 
This present study may also help planners and executors of the developmental 
programmes to do programme planning more successfully, systematically and on 
scientific lines. 
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1.8 Objectives of the study 
General objectives 
1. To study the literacy profile of rural women in Jawan Block; 
2. To study the quality of life of the rural women in Jawan Block ; 
Speciflc objectives 
1. To study socio-demographic variables (age and occupation) and its relation with 
quality of life of the rural women in Jawan Block; 
2. To study relationship between literacy and quality of life of the rural women in 
Jawan Block; 
3. To study relationship between literacy and health status of the rural women in 
Jawan Block; 
4. To study the relationship between literacy and nutritional status of the rural women 
in Jawan Block; 
5. To study relationship between literacy and decision making of the rural women in 
Jawan Block. 
1.9 Hypothesis of the study 
1. There is no significant relationship between quality of life and socio-demographic 
variables (age and occupation) of rural women. 
2. There is no significant relationship between literacy and quality of life of rural 
women. 
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3. There is no significant relationship between literacy and health status of rural 
women. 
4. There is no significant relationship between literacy and nutritional status of rural 
women. 
5. There is no significant relationship between literacy and decision making of rural 
women. 
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REVIEW OF LITERATURE 
Review of literature is "knowing what data are available often serves to narrow the 
problem itself as well as the techniques that might be used" Ahuja, R. (2011). It enable 
researcher to take new strides in the field for furtherance of knowledge. In this chapter, 
an attempt has been made to present the literature pertaining to the past research work 
related to the present study. It was rather difficult to find out adequate research as 
envisaged in the outline of the study in view of the very limited research efforts in the 
direction. The review of literature includes studies reported in the literature derived from 
the academic texts, research reports, and academic journals, publications professional 
bodies such as social worker associations, annual reports, departmental documents etc. It 
provides a background to the current study that considers many aspects such as 
theoretical background, methodology, previous findings etc. However, the available 
literature on the subject is presented in different sections in accordance with the objective 
of the study. They are as follows: 
2.1 Studies on socio demographic profile of rural women 
2.2 Studies related to literacy and quality of life of rural women 
2.3 Studies related to literacy and health status of rural women 
2.4 Studies related to literacy and nutritional status of rural women 
2.5 Studies related to literacy and decision making among rural women 
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2.1 Studies on socio demographic profile of rural women - This section present the 
studies on personal and socio demographic profile like-
2.1.1 Age 
2.1.2 Type of family 
2.1.3 Religion and caste 
2.1.4 Occupation 
2.1.5 Socio Economic Status (SES) 
2.1.1. Age 
Kumaran K. P. (1997) conducted his study on "SHG's- An alternative to institutional 
credit to the poor" at rural areas of Tirupati block of Andhra Pradesh, reported that the 
age of the respondent vary from 22 to 41 years. 
Prasad C.H (1998) in his study on "Implementation process of Women Development 
Programme (IFAD) - An experimental model" conducted at Salem district of Tamil 
Nadu found that majority of women were in the age group of 24- 45 years, 40% were in 
the age group of 30-40 years and about 20% were between 26-30 years. 
Puhazhendi and Jayaram (1999) in their study on "Increasing women participation and 
employment generation among rural poor- An approach through informal groups" 
reported that 62% of the respondents were less than 40 years. 
Murugan and Dhramalingam (2000) in the study conducted at Tamil Nadu on the topic 
"SHG's- New Women's movement in Tamil Nadu" reported that the age group of the 
respondents lies between 21 and 60 years. 
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S. Sreegiri et al (2010) conducted a study on "A cross sectional study of nutritional 
status of antenatal mothers in rural areas of Visakhapatnam, Andhra Pradesh" shows that 
out of 284 respondents, 44% of the women were in the age group of less than 20 years, 
94% of all women were in the age group of 15-24 years with mean age of 20.27 years 
±2.6. 
Study by Joyce B (2011) on "Birth weight of newborns in relation to the nutritional 
status of pregnant women", found that majority (62.7%) of women were in the age range 
of 20-30 years followed by 9.3% of women were teenagers < 19 years, while 28% of 
women were above 30 years old. The mean age was 27.0 ± 6.0 years, with a minimum 
and a maximum age of 17 years and 42 years, respectively. 
2.1.2. Type of family 
Rangi et al (2002) in the study conducted at Fatehgarh sahib district of Punjab revealed 
that 56% of the respondents were having up to 5 family members whereas, 44% had 6 to 
10 family members the latter categories of the respondents were living in the joint family. 
2.1.3 Religion and caste 
An extensive study on "Community wise involvement of farm women in Indian 
agriculture" was conducted by Dasgupta and Sengupta (1998). In their study they 
reported that more of the respondents were from scheduled caste families. 
In the study by Rangi et al (2002) on "Economic Empowerment of rural women through 
self help groups- A case study of Fategarh sahib district, Punjab" reported that about two 
third of the respondents belonged to the scheduled caste and backward castes. About one 
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third of the respondents belonged to the high castes. Jat, Sikhs, Brahmins, Kharti, Arora 
etc. mainly consisted of high castes in the sample. 
Bhandari G.P et al (2006) in their study on "Prevalence and determinants of unmet need 
for family planning in a district of eastern region of Nepal" indicated that majority of the 
population (97.3%) were Hindu by religion and almost all remaining women were 
Muslim. 
Study conducted by AI Olugbenga-Bello et al (2011) on "contraceptive practices among 
women in rural communities in South-Western Nigeria" reported that majority of the 
women (58.7%) were Muslims. 
2.1.4 Occupation 
An extensive study on "Information accessibility, utilization and socio-economic 
variables as predictors of quality of life of rural women in Ekiti state Nigeria" was 
conducted by Zaid Y.A (2010). In his study, he reported that majority (40.7%) of 
respondents were traders, followed by 24.7% of respondents were farmers who were 
engaged in subsistent farming, 22.8% of respondents were Civil Servants, 8.0% of 
respondents were Artisans, 10.1% of respondents were Students/ Clergy, and only 1.7% 
of respondents had no occupation. 
Study by Joyce B (2011) on "Birth weight of newborns in relation to the nutritional 
status of pregnant women", found that majority (76%) of women were self employed, 
20% of women were unemployed, 4% of women were government workers. 
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2.1,5 Socio Economic Status (SES) 
Prasad C.H. (1998) in his study on "Implementation process of Women Development 
Programme (IFAD) - An experimental model" reported that in rural areas majority 60% 
of the respondents had per capita income ranging from Rs.500 to Rs.lOOO per month. 
Murugan and Dharmalingam (2000) in the study conducted on "SHG's- New 
Women's movement in Tamil Nadu" revealed that all the respondents were below 
poverty line. 
In the study by Rang! et al (2002) on "Economic Empowerment of rural women through 
self help groups- A case study of Fategarh sahib district, Punjab" reported that majority 
(58%) of the respondents had net monthly income between Rs.2000 to Rs.6000, 22% of 
the respondents had monthly income between Rs. 6000 to Rs. 8000, 2% of the 
respondents had monthly income between Rs. 8000 to Rs. 10,000 and 2% the respondents 
had monthly income between Rs. 10,000 and above. 
Metgud C.S et al (2009) in their study on "Utilization patterns of antenatal services 
among pregnant women: A longitudinal study in rural area of North Kamataka" revealed 
that according to revised B.G. Prasad's classification for rural area, 1.54% of respondents 
belonged to class I, 5.38% of respondents belonged to class II, 32.85% of respondents 
belonged to class III, 40.00% of respondents belonged to class IV and 29.23% belonged 
of respondents belonged to class V. 
Above studies indicate that the demographic characteristics of rural women have some 
similarities in its different region. Regarding the age, majority of the women in various 
studies were in the age group of 18-24 years and self employed. Where as regarding the 
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religion majorities of women in various researches were Hindu, and belong to schedule 
caste families. Similarly regarding the type of family majority of rural women were from 
nuclear family and having 5-6 members per family. Studies on SES shows that majority of 
rural women monthly income lies between Rs.2000 to Rs.6000. 
2.2 Studies related to literacy and quality of life of rural women-
This section presents the studies on literacy and quality of life of the rural women as 
follows-
2.2.1. Literacy profile 
An extensive study by Krishan and Shyam (1973) in their study "Spatial Perspective on 
Progress of Female Literacy in India" discussed about the progress of female literacy in 
India, by using district wise data in the year 1951- 1971. They observed the real 
variations in female literacy and were found a significant wide gap between males and 
females. 
Kumaran K. P. (1997) in his study on "SHG's- An alternative to institutional credit to 
the poor- A case study on Andhra Pradesh" found that more than three quarters (76%) of 
the respondents were illiterates. 
Prasad C.H (1998) in his study on "Implementation process of Women Development 
Programme (IFAD) -An experimental model" found that about 42% of the women were 
illiterates followed by 38% of women who had studied up to primary level. 
Puhazhendi and Jayaram (1999) in his study on "Increasing women participation and 
employment generation among rural poor- An approach through informal groups" 
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reported that 67% of respondents were illiterates and 30% of respondents had primary 
schooling. 
Rangi et al (2002) in his study conducted on "Economic Empowerment of rural women 
through self help groups- A case study of Fategarh sahib district, Punjab" reported that 
majority 86% of the respondents were educated and 14% of the respondents were totally 
illiterate. Out of 86% of the respondents 57% of the respondents had educated up to S"' to 
middle standard, and about 29% of the respondents were educated up to 9^^ and 10* 
standards. 
In the study by Metgud C.S et al (2009) on "Utilization patterns of antenatal services 
among pregnant women: A longitudinal study in rural area of North Kamataka" revealed 
that majority (66.15%) pregnant women were literates. Among them majority of the 
women 30.77% were educated upto primary level, 23.08% of women were educated upto 
high school and only 12.30% of women were educated after high school. While only 
33.85% of women were illiterates. 
Study by Joyce B (2011) on "Birth weight of newborns in relation to the nutritional 
status of pregnant women", found that majority (40%) of women had 
junior/middle/SHS/tertiary education, followed by 32.7% of women had primary 
education, while only 27.3% of women were illiterates. 
2.2.2 Quality of life 
Likewise Mooko N.P (2002) in his study on "The use of awareness of women's groups 
as sources of information in three small villages in Botswana" the literacy level of the 
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rural women is a disadvantage as far as access to and utilization of information resources 
is concerned. 
An extensive study on "Information accessibility, utilization and socio-economic 
variables as predictors of quality of life of rural women in Ekiti state Nigeria" was 
conducted by Zaid Y.A (2010). In his study, he reported that in neighbourhood domain, 
majority (54.0%) of the respondents reported that the communities in which they live 
have access to satisfactory road network. While 42.5% of respondents claimed the 
community has network of telephone services. Further his study found that regarding the 
types of house inhabited by the respondents. The study revealed that majority (55.4%) of 
the respondents lived in room and parlour, 13.9% of the respondents lived in wing 
bimgalow, 11.0% of the respondents lived in self-contained, 6.9% of the respondents 
lived in a room apartment, 7.3% of the respondents lived in flat bungalow, 3.1% of the 
respondents lived in flat while 1.8% reported that they had no house. Whereas regarding 
ownership majority (58.8%) of the respondents lived in a rented apartment, 26.9% of the 
respondents lived in property owned by their parents. Only 14.3% of the respondents 
possessed the financial means to build personal house where they lived. Further his study 
found that regarding the sewage facilities majority (84.5%) of houses did not posses' 
sewage and only 15.5% respondents' houses posses' sewage facilities. Whereas regarding 
the bathroom/shower facilities majority (61.9%) of houses posses bathroom/shower and 
only 38.1% of houses posses bathroom/shower. 
Further Zaid Y.A (2010) reported that regarding the neighbourhood domain majority 
(54.0%) of the respondents reported that the communities in which they live have access 
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to satisfactory road network. At the same time as 42.5% of respondents claimed that the 
community has network of telephone services. 
2.2.3 Literacy and quality of life 
In the study by Gill (1992) on "Literacy in Punjab" analyzed the literacy differentials in 
Punjab in terms of castes, age- groups, rural and urban residence and regions. He was 
found that duration of availability of educational facilities, and socio-economic 
accessibility to these institutions emerges as the most important determinants of quality 
of life and social equalities of literacy in Punjab. 
An extensive study on "Literacy and educational attainment in Ralegansiddhi: An 
appraisal" was conducted by Ramotra (2000). In his study he focused the caste wise 
literacy and educational attainment and male-female disparity. To measure a disparity 
index in male-female in literacy he had used David Sopher's formula. He concluded that 
literacy is related to other social and economic factors which affect quality of life in 
women. As literacy rate increased the male-female disparities has declined. 
Study by Mchombu CM (2000) on "Information Needs of women in small businesses in 
Botswana" concluded that literacy equips a woman with power; the power to choose and 
to act in an informed manner. To promote economic independence and quality of 
existence, there is a lifelong need to be informed and be up-to-date. Instead of drowning 
in the abundance of information that floods the universe, it is expected that women 
should know how to access, evaluate and utilize information effectively to solve a 
problem and improve their quality of life. 
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A study conducted by Egbo (2000) on "Gender, literacy and life chances in Sub Saharan 
Africa" illustrated that quality of life and self esteem of the participants increased due to 
participation in the literacy classes. The study compared non-literate women to literate 
women possessing varying levels of reading proficiency and thus formal education in 
Nigeria. The study, focused on 36 rural women through individual and focus group 
interviews, found that illiterate women felt their illiteracy had a negative impact on their 
self-esteem and quality of life. 
Study by Farah (2002) on "Improvement in Quality of Life Indices: Role of Women's 
Literacy in Rural Punjab" assessed that through adult education and literacy programme 
there is an improvement in quality of life and self-esteem developed among women. 
Above studies shows that the increasing literacy level have a positive impact on quality of 
life among women. 
2.3 Studies on Literacy and health status of women 
Women's health has been a focus of research for several decades, with the dominant 
approach being to examine the relationship between the low social and economic status 
of women and their health. It is well established that low levels of literacy are linked to a 
variety of measures of poor health. However, the challenge posed is, what can we do to 
improve both levels of literacy and levels of health. Many reports have documented the 
close relationship between literacy and health. Large number of studies demonstrated that 
people with low levels of literacy consistently had poorer health. The statistical 
correlation between women's literacy and health indicators, particularly decreased 
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fertility, child mortality and increased life expectancy, was the focus of much researches. 
Researchers and their findings on these aspects are reviewed in following sections: 
2.3.1 Studies related to Reproductive Health 
2.3.2 Studies related to Acess to health care 
2.3.3 Studies related to HIV/AIDS 
2.3.4 Studies related to Antenatal Care ( ANC) 
2.3.5 Studies related to Role of faith healers and herbalists 
2.3.1 Studies related to Reproductive Health 
Contraceptives 
Study by McFariane et al (1994) examined the affect of social factors in terms of 
woman's educational on reproductive behavior in Morocco. He found that each year of 
female education had a greater impact on rate of contraceptive use rose dramatically with 
increasing education. 
Ahmed et al(2000) conducted a study in Matlab Thana Comilla a rural area in central 
Bangladesh on "Gender, socioeconomic development and health-seeking behaviour in 
Bangladesh" found that a large majority i.e. 82% of the women indicated high sex 
preferences and large family size. 
Robinson. P. (2001) studied on "women's literacy and health in Nepal". The study 
reported that adult literacy programmes in Nepal influenced participants attitudes 
towards family planning and made them more open to speaking up for change in practice. 
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Study conducted by Rozina et al (2008) on "Contraceptive knowledge, attitude and 
practice among rural women" found that regarding the usage of contraceptive methods, 
99.8% of the respondents were using some sort of contraception. Barrier method 
(condoms) was in practice by 33.9% and 22.6% of women had already undergone tubal 
ligation. The women using injectables were 18.8%, while 13.2% had use intrauterine 
contraceptive devices and 11.3% were using oral contraceptive pills. Positive attitude 
towards contraception was shown by 76% of respondents, while 41% stated their 
husbands' had positive attitude towards contraception. 
2.3.2 Studies related to Acess to health care 
Kiran Vani .P (2007) Education was positively and significantly related to the 
knowledge level of the rural women. The possible reason is a known fact that formal 
education widens the horizons of knowledge of an individual. Formal education of the 
respondents might have helped them to a greater extent in understanding the importance 
of health and nutrition, to know more and more about the health and nutritional practices. 
2.3.3 Studies related to HIV/AIDS 
K.S. Negi (2006) in his study on "Knowledge, Attitude and Perception about HIV/AIDS 
among Pregnant Women in Rural Area of Dehradun" shows that only 35.1% pregnant 
women had heard of HIV/AIDS showing an increasing awareness with increase in their 
literacy status. About 79.8% were graduates or above and 19.2% were illiterate. 
2.3.4 Studies related to ANC(Antenatal Care) and institutional delivery 
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A study in Tamil Nadu by Kavitha and Audinarayana (1997) revealed that 
respondent's education exhibited significant positive effect on the use of ante-natal and 
natal health care services. 
Munishwor Mool (2001) in his study on "Nepal demographic and health survey" found 
that literate women used ANC services more often than did illiterate women (70% versus 
28%). This pattern was also clearly discerned when looking at the percentage of women 
receiving ANC service according to educational status. For example, the proportion of 
women receiving ANC services among women with no education was 28.7%. That figure 
increased to 83.2% when the educational level of women increased to secondary level 
and above. Women that were illiterate or did not have any formal schooling had a lower 
mean number of ANC visits, whereas literate women and women with formal schooling 
had a higher mean number of ANC visits. 
In contrary, study by Pradhan A (2005) on "situation of antenatal care and delivery 
practices", studied the coverage rate for ANC and hospital delivery in rural area of 
Kathmandu and was found good. Majority of women (78%) were benefited by antenatal 
care services. More notable fact was that the 62% of the respondents made antenatal 
visits for four or more than four time. Sixty six percent of the deliveries were hospital 
deliveries assisted by the doctors. However, 34% deliveries occurred at home. 
In the study by Metgud C.S et al (2009) on "Utilization patterns of antenatal services 
among pregnant women: A longitudinal study in rural area of North Kamataka" revealed 
that (63.71%) pregnant women received two doses of TT, 7.26% received 1 dose as 
booster, 20.97% received 3 doses of TT by private doctors and 8.06% did not receive 
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even a single dose of TT. The study also found that (59.68%) pregnant women took IFA 
tablets and 40.32% did not take. Study showed that 18.18 % of illiterate pregnant women 
received full antenatal care and 87.50 % of post SSLC studied pregnant women took full 
antenatal care. As the literacy status increased, percentage of pregnant women taking full 
antenatal care package also increased which was statistically significant (p = 0.000018). 
The literacy of women has significant bearing on utilization of antenatal care by the 
pregnant women. 
Ansari A and Z Khan (2011) conducted his study on "Antenatal care services in rural 
areas of Aligarh, India: A cross-sectional study" found that there were 154 currently 
pregnant women (CPW) and 248 recently delivered women (RDW), of these, a majority 
of CPW (72.1%) did not have any ANC checkup. Similarly majority of RDW (59.7%) 
did not have any ANC checkup. 
2.4.5. Studies related to Role of faith healers and herbalists 
Kiran Vani.P. (2007) conducted their study on "A study on knowledge and adoption of 
selected health and nutritional practices by rural women in Belgaum district, Kamataka" 
found that due to illiteracy women in rural areas are traditionally oriented to believe that 
the cause of illness is the curse of evil spirit. So they might not have felt the importance 
of scientific knowledge regarding health and nutrition aspects to improve their health 
condition as well as their family members. 
Above studies exemplifies that as increasing literacy level among women increases health 
profiles were also improved and it leads to better health status among women. 
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2.4. Studies related to Literacy and nutritional status of rural women 
2.4.1. Studies on Anthropometry 
2.4.2 Studies on Dietary survey 
2.4.3. Studies on Biociiemical examination 
2.4.4. Studies on Clinical examination 
2.4.1 Studies on Nutritional Anthropometry 
The World Health Organization (WHOa, 2002; WHOb, 2006) cites that anthropometric 
measurements is the most frequently applied methods for assessing nutritional status in 
pregnant women, and are recognized as effective tools in the prevention of perinatal 
morbidity and mortality. 
In the study by Chaturvedi et al (1994) on "Nutritional status of married adolescent girls 
in rural Rajasthan" compared the anthropometric measurements with that of ICMR's data 
in 941 married adolescent belonging to schedule caste in rural Rajasthan. The height and 
weight was significantly higher than those of ICMR data and lower compared to that of 
well to do group study data. 
Study by Kumar. A (2005) on "Women's Health and the Role of Internal Environment: 
Evidence from India's National Family Health Survey-3" found that the differences in the 
mean height of women are not large, but women in the Northern region are a few 
centimeters taller than average. The shortest women are found in the eastern region, as 
well as Uttar Pradesh and parts of the northeast. A similar pattern is evident for the 
percentage of women below 145 centimeters. The mean Body Mass Index (BMI) also 
varies within a narrow range from 19.2 in Orissa to 23.7 in Delhi. Arunachal Pradesh, 
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Sikkim and Delhi have a lowest percentage of women with a low BMI (11 to 12 percent) 
and Orissa is the highest Percent age (48 %). The level of obesity in women is much 
higher in Delhi (33.8 %) and Punjab (30.2%) than any other states of India. Over 30 % of 
the women in the two states have a Body Mass Index at least 25, and 9 %t have a Body 
Mass Index at least 30. Other states with high levels of obesity are Goa (21.2%) and 
Kerala (20.6 %). Obesity is least common less than 10 % in all parts of central and 
eastern India like; Madhya Pradesh 1.2%, Uttar Pradesh 1.5% Bihar 0.5% Orissa 0.6% 
and West Bengal 1.3%. 
Study by Shaila et al (2008) on "Nutritional status, hypertension, proteinuria and 
glycosuria amongst the women of rural Bangladesh" conducted the anthropometric 
profile of 501 rural women. Study reported the mean body weight was 46 ± 8.5kg, height 
was 149 ± 5cm and BMI was 20.5 ± 3.5. The study concluded that most of the rural 
women had a poor nutritional status majority (80%) had BMI<23.0. 
2.4.2 Studies on Dietary pattern 
Dietary studies are generally an integral part of most nutritional surveys. The main 
objective of any dietary assessment is to discover what the person under investigation is 
in habit of eating over the long range and in the short run in 24 hour. 
Dame Louise McUory (1936) stated that nutrition of the expectant women affected not 
only them but also their children. He fiirther concluded that the influence of diet was of 
paramount importance in the prevention of most of the complications of pregnancy. Good 
nutrition for pregnant women has a dramatic effect in reducing their mortality. 
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Ebbs et al (1941) studied 400 poor pregnant women. In one group those women, where 
the diet was supplemented with food-stuffs, has fewer complications of pregnancy and 
lesser obstetrical risks than those maintained on the poor prenatal diet. 
Study conducted by Hanne Nielsen (2000) on "Food and nutrient intake among females 
in rural Bangladesh-How does a poultry project benefit women and girls" showed that 
majority of the energy and macronutrients in the women's and girls diet was derived from 
the food group cereals and grain products, which included mainly rice. More than 70% of 
the women's and girls energy intake was supplied by rice. The food group roots, tubers 
and non-GLV provided on average 6% of the dietary energy whereas oil and fats 
provided an average of 5% of energy in the female diet. The second most important 
source of protein was fish followed by roots, tubers and non-GLV. The women and girls 
obtained more than half of their total fat from soybean oil and mustard oil from the food 
group oil and fats. One quarter of their dietary fat came from cereals and grain products 
and 11% from fish. Energy, carbohydrate, protein and fat from the food group's nuts and 
fruits, sugar and sugar cane, meat, poultry, eggs, milk and milk products were negligible. 
H.N. Ene-Obong et al (2001) conducted their study on "Determinants of health and 
nutritional status of rural Nigerian women" found that the 24-hour recall method showed 
that about 13% of the women skipped breakfast, 10% lunch, and 1% supper. The nutrient 
intake by the women varied. It was observed that none of the women met the iron, 
riboflavin and niacin requirements, while protein and energy intakes were marginal. 
Further the finding concluded that level of education correlated positively with all the 
nutritional variables but was significant (p<0.05) for energy (r=0.334), niacin (r=0.330) 
and vitamin C (r=0.348) intake. 
36 
Study by Kumar. A (2005) on "Women's Health and the Role of Internal Environment: 
Evidence from India's National Family Health Survey-3" found that two-third of women 
consumes vegetables every day and 93 % eat vegetables at least once a week. Pulses and 
beans, as well as green, leafy vegetables are also important part of their diet. About 47 % 
of the women eat pulses or beans everyday and 42 % green leafy vegetables everyday. 
Milk or curd is a common part of the diet for a majority of the women, but 34.1 % of 
women consume milk or curd occasionally and 11% never consume them. Fruits are 
eaten daily by only 8% of the women and only one-third of the women eat fruits at least 
once a week. About one third of women in India never eat chicken, meat or fish and few 
women 6 % eaten chicken, meat or fish every day. 
Joyce B (2011) performed his research in rural Kumasi found that 24.7% of the pregnant 
women took fruits daily during pregnancy, whereas 8.6% never took fruits and more than 
half 66.7% took fruits but on an irregular basis. Eighteen percent of the pregnant women 
took green leafy vegetables daily, whiles majority (82%) took green leafy vegetables but 
on an irregular base. A majority (71.3%) of the pregnant women ate non green leafy 
vegetables on a daily base, and only 28.7% ate these irregularly. 
2.4.3. Studies on Biochemical examination 
Burke et al (1943) conducted their study on "Nutrition studies during pregnancy" the 
dietary pattern of 216 pregnant women were taken. This study was shows the effect of 
different dietary habits on prevalence of anemia during pregnancy by questioning the 
women during pregnancy regarding their dietary habits (vegetarian diet, jhatka or halal 
meat) and assessing their hemoglobin levels. The data was compiled and -^ test was 
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employed for understanding the associations between the effects of food habits on 
prevalence of anemia. 
Rai B. et al (1959) and Shankar (1962) studied the nutritional status of expectant 
mothers, reported a high incidence of anemia, vitamin B complex deficiencies and 
hypoproteinemia among Indian mothers. 
Demographic health survey (1998-1999), found that nearly 15 % of ever married 
women were stunted and about one fifth had moderate to severe anemia with poor 
nutrition. The adverse health consequences of poor nutrition are due to low literacy rate. 
A similar study on "Micronutrient deficiency disorders in 16 districts of India" was 
conducted by Toteja G and Singh P. (2001). In their they reported that during 1986-
1991 hemoglobin estimations in rural pregnant women in Varanasi were 94.5%, 95.3% 
and 95.9 % prevalence of anemia in I, II and III trimesters. Anaemia decreases steadily 
with increases in the level of educational attairmient, from 56 % among illiterate women 
to 40 % among women who have completed at least high school. Anaemia also decreases 
steadily with increases in the standard of living index. 
Shezadi et al (2010) conducted their study on "Iron deficiency anemia; role of nutritional 
deprivation among female patients of reproductive age group" found that role of 
education in the development of anemia. In their study iron deficient ladies, 39% were 
illiterate, 26% had primary education, 30% secondary education and only 5% were 
bachelors. It meant that educational status of women had great impact on the said 
problem and the analysis showed that mean hemoglobin level of illiterate women was 
less than those who had higher education. 
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Joyce B (2011) conducted his research in rural Kumasi found that 38% pregnant women 
who had their first ANC attendance during the first trimester, 36.8% of them had no 
anaemia, 59.7% of the pregnant women had mild/moderate anaemia, while 3.5% of them 
had severe anaemia categorized by haemoglobin level <7g/dl. The mean haemoglobin 
level during first trimester was 10.4(± 1.8) g/dl. The minimum haemoglobin level was 
6.1g/dl and the maximum was 14.7g/dl. 
2.4.4 Studies on Clinical Examination 
Clinical examination is an important practical method for assessing the nutritional status 
of a community. The method is based on examination for changes, believed to be related 
to inadequate nutrition that can be seen or felt in superficial epithelial tissues. Clinical 
examination has always been and remains an important practical method for assessing the 
nutritional status of a community. 
H.N. Ene-Obong et al (2001) conducted their study on "Determinants of health and 
nutritional status of rural Nigerian women" observed that Angular stomatitis and muscle 
wasting were visible among the rural women. 
Radhika M.S. et al (2002) worked on the effects of vitamin A deficiency during 
pregnancy on maternal and child health & concluded that sub clinical Vitamin A 
deficiency is a problem during third trimester of pregnancy due to illiteracy. 
A report on "Micronutrient status of women in Fiji" conducted by National Food & 
Nutrition Centre (2007) found that the mean serum retinol levels in non-fasting blood 
samples for 731 rural women were 42.9 ^ig/dL. 
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Study by Shaila et al (2008) on "Nutritional status, hypertension, proteinuria and 
glycosuria amongst the women of rural Bangladesh" reported that regarding nutritional 
deficiency, about half of the rural women 52% had some form of signs related to Vit-A 
deficiency and 65% had signs of Vit-B complex deficiency either in the form of glossitis 
or of angular stomatitis or both. Of those with Vit-A deficiency, 52% complained of night 
blindness, 37% had Bitot's spot plus night blindness, 3% had toad skin, and 2% had 
Bitot's spot and corneal / conjunctival xerosis. Of the vitamin B deficiency disorders, 
65% presented with glossitis, 19% with angular stomatitis and 16% with both angular 
stomatitis and glossitis. 
Above studies illustrates that as literacy level increases, BMI and dietary pattern were 
also improved which ultimately leads to better nutritional status among women. 
2.5. Studies related to literacy and decision making among women 
Decision making is identifying and opting alternatives based on the values and 
preferences of the decision maker. Making a decision entails that there are alternative 
choices to be considered and in such a way one not only wants to identify as many of 
these alternatives as probable but to prefer the one that one might have the highest 
probability of accomplishment or effectiveness or the best fits with our goals, desires, 
lifestyle, values, norms, traditions and so factually decision making is the route of 
sufficiently plummeting uncertainty and reservation about alternatives to allow a 
reasonable choice to be made from among them. This definition stresses the information 
gathering function of decision making. 
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2.5.1. Studies related to house hold decision making 
An extensive study on "Role of rural women in decision making in various family 
affairs" conducted by Romeena Nasreen et al (1994). Study showed that majority 
(68.69%) of the respondents believed in dominant role of husbands in making important 
decisions concerning family affairs. While 24.31% of respondents were believed that the 
males should have a limited role (to some extent) in family affairs. Nearly 7% 
respondents tended to disallow any role to the males in family affairs. 
Jejeebhoy (1998) "Wife-beating in rural India: a husband's right? Evidence from survey 
data", analyzes a sample of 859 rural women from two districts at different development 
levels as part of a larger study and finds that in Uttar Pradesh there is no effect of 
women's schooling on their input in domestic decisions, access to, or control over 
resources. 
Malkit (1998) conducted study on "Rural Women and Technical Advancement" found 
that decision making power among women are related to social obligations, which 
include decisions regarding age at marriage, mate selection, dowry. Expenditure on 
marriage and education of children also showed relatively high role of women. Dowry 
was more or less a female domain with 78.3 %, women having high role in it, followed 
by decisions related to age at marriage of son or daughter. 
Mridula (1998) conducted his study on "Targeting women for development" reported 
that women's education leads to reduction in family size, greater attention by mothers 
towards health, education and character building of their children, greater participation of 
women in labour market and greater per capita income and better quality of human 
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capital. An educated woman is more likely to share in family decisions about how many 
children to have, how to bring them up and how to care her own and her family health. 
A comparable, study by Roth (2001) on "Promoting safe motherhood in the community", 
found that wives tend to imder-report their household decision-making power. In couples 
with both partners educated and in couples in which women work for pay, both partners 
were significantly more likely to report that both of them participate in the final decisions 
than was the case in couples without education or in which the wife did not work for pay. 
Decision-making power of women as measured in this study was significantly related to 
the household having a plan for what to do in case of a maternal emergency, but was not 
associated with place of childbirth or with having a postpartum checkup. 
Rahman R. (2004) in his study in the northern state of Uttar Pradesh, found female 
autonomy to be considerably better in Uttar Pradesh, net of individual and household 
characteristics is evident in almost every index of autonomy: decision-making authority, 
mobility, access to and control over economic resources and to a lesser extent freedom 
fi-om threat by husbands. 
2.5.2. Studies related to Personal decision making 
Senapaty B.A. Sagarika (2011) on "Determinants of utilization of reproductive health 
care services in India: involving men in maternal health" found that the education level of 
women is one of the most important determinants of her using delivery care services. 
Study indicated that educated women increasingly more likely to use maternal health care 
services. As compared to a mother with no education, a mother with primary education is 
9.26 percentage points more likely to deliver in a health facility, and a woman with 
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secondary education is 18.55 percentage points more likely to do the same. The effect of 
a mother having higher education is very large and also significant at the 1 percent level. 
These women are almost 30 percentage points more likely to seek institutional delivery 
as compared to women with no education. 
The UNESCO (1961) conference on the "Development of education in Africa" 
recognized that, for the increased use of educated women power in the working life of 
community there is need to develop a new conception of the role of women in life of the 
community, to improve their role in decision making. 
Schuler, et al (1997) were of the view that, with amplified income, rural women invested 
more in household consumption and human capital development, providing better access 
to food, education and health-care services, including family planning services, safe 
water and sanitation to the household and access to credit empowers women by 
increasing their autonomy and decision making within the household. 
Saradha (2001) reported that very high majority (90%) of the women agreed that their 
economic independence increase the decision-making power. Majority (51.7%) women 
were of the impression that lack of land rights deprives them from obtaining equal status 
in society. Half of the women were not clear about the importance of social-political 
participation of rural women. Further, (45.8 %) women expressed that rural women were 
not having equal access to different sources of information as men and along with men; 
women also should be contacted regarding the development activities of village (39.2%). 
Above studies illustrates that as literacy profile of women increases decision making 
power of them was also improved. 
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MATERIAL AND METHODS 
Methodology is an important part in research design. Methodology is defined as the 
strategy, plan of action, process or design lying behind the choice and use of particular 
methods and linking the choice and the use of methods to the desired outcomes. It 
focuses on how the researcher gains knowledge about the social world Ahuja R. (2011). 
This chapter deals with research methods and techniques used in the study. Besides 
description of locale, the variables studied and their measurement procedure, data 
collection methods and use of statistical tools have also been outlined. A detailed 
description of the methods and procedures followed in carrying out the research is 
furnished under the following heads. 
3.1 Type of research 
3.2 Research design 
3.3 Variables used in the study 
3.4 Operational definition of some key terminology 
3.5 Description of the study locale 
3.6 Sample selection 
3.7 Tools and techniques used for data collection 
3.8 Processing and statistical analysis of data 
3.9 Ethical consideration 
3.10 Time plan of the study 
3.11 Strengths of the study 
3.12 Limitation of the study 
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3.1 Type of research 
The present research was observational and exploratory in nature. The study used both 
qualitative and quantitative methods to collect the data on quality of life which was to be 
affected by health status, nutritional status, decision making among the respondents. 
3.2 Research design 
Research design is a planning strategy of conducting research. Russell A. (1961) said that 
research design is "planning various phases and procedure relating to the formulation of 
research efforts". Expost facto research design was followed for conducting the study. 
Robinson, P. (2001) defined Expost facto research design as any systematic empirical 
enquiry into which the independent variables has not been directly manipulated because 
they have already occurred or they are inherently not manipulable. For the present study 
research design was carried out in three phases: 
Phase I : Collection of secondary source of data. 
Phase II : Collection of primary data. 
Phase III : Tabulation, analysis. Interpretation and documentation. 
Phase I: Collection of secondary source of data 
Collection of secondary source of data through census reports and other published 
materials like government report, five year plan includes state five year plan, statistical 
45 
abstracts and annual reports of the ministry of health and welfare research report, journal 
and periodicals. 
Phase II: Collection of primary data 
In this phase collection of primary data was done through field survey with the help of 
personal interview method and observation method. 
Phase III: Tabulation, analysis, Interpretation and documentation 
Analysis and documentation of the study was done after the collection of primary and 
secondary data. After the data was collected using standardized tools then it was 
subjected to statistical treatment for satisfying the objectives of the present research. The 
findings were subjected to analyses in the light of the review and covering all major 
aspects of the study. 
3.3 Variables used in the study 
A variable is an image, perception or concept that is capable for measurement; hence 
capable of taking on different values Ahuja, R. (2011). Dependent and independent 
variable for the present study were-
3.3.1 Independent variables 
An independent variable is the presumed cause of dependent variable-the presumed effect 
Ahuja, R. (2011). In the present study, independent variables were: Age of women. 
Occupation of women, Literacy level of women. Religion/caste of women Socio 
economic status and Type of family. 
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3.3.2 Dependent variables 
According to Ahuja, R. (2011) dependent variable is the presumed effect of an 
independent variable. The variable that is predicted is called dependent variable. 
Dependent variables are the condition or characteristics that appear or change as the 
experimenter introduce removes or change the independent variable. A wide range of 
parameters were used to appraise their value independently or in combination. In the 
present study the dependent variables were: 
Health status- It include the reproductive Health Problems of the women, Awareness to 
HIV/AIDS, access to ANC and awareness to faith healers. 
Nutritional status- It include the anthropometric measurement, dietary intake through 24 
hr recall method, biochemical examination and clinical deficiency sign. 
Decision making-In order to assess women's decision-making autonomy, two parameters 
was considered women household decision and women personal decision making. 
Quality of life- It is calculated on the basis of acess to resources both in housing and 
neighbourhood/community services. 
3.4 Operational deHnition 
Based on the concepts that may be made explicit in the theoretical framework, the 
variables should be made operative; i.e. the investigator should clearly describe what is 
understood by each variable, what type of variable is being considered, and the way its 
values are to be reported (quantitatively, when the variable is numerical and qualitatively, 
when the variables do not have numerical values) Ahuja R. (2011). The operational 
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definition adopted for the present study for literacy, quality of life, nutritional status, 
health status, decision making is as follows 
Literacy- It can be defined as attainment of schooling (literate upto primary, junior high 
school, and graduation), while those who do not have attainment of schooling was 
considered as illiterate. 
Quality of Life (QOL): It is the extent to access good housing (cemented roof and wall, 
toilet facilities, bathroom facilities and respondents ownership of house), acess to good 
neighbourhood /community services (access to satisfactory road network, network of 
telephone services and access to health centres). 
Health status-It may be defined as decrease in morbidity rate (through use of 
contraceptives, awareness to HIV/AIDS, access to ANC, institutional deliveries and 
awareness regarding faith healers) among the sample. 
Nutritional status- It can be defined with normal BMI, normal hemoglobin and absence 
of all the clinical nutritional deficiencies. 
Decision making- It is the power of autonomy given to women both in household as well 
as personal affairs. 
3.5 Description of the study area 
The study was carried out in Jawan block of Aligarh district in Uttar Pradesh, India. Uttar 
Pradesh is the most populous state in India and occupies 7.3% area of the country. 
According to 2011 census, the population of Uttar Pradesh is 199,581,477 million 
persons (16.16% of the India's total population) of which 79.22% are rural and 20.78% 
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are urban. The predominance of rural population makes the state economy primarily 
agrarian. The State's 66% of the work force depends on the agriculture and its allied 
activities for their livelihood. The economic development and prosperity of the masses 
depend mainly on agricultural base. It has witnessed rapid industrialization in the recent 
past particularly after the launch of policies of economic liberalization in the state. After 
the hill districts were constituted into a separate State of Uttarakhand, Uttar Pradesh now 
largely consists of Gangetic Plain in the northern part of the country. The major river 
flowing through the State is the Ganga and its tributaries such as Yamuna, Ramganga, 
Gomti and Ghaghra. It lies between latitude 23° 52' and 30° 24' N and long 77° 05' and 
84° 38' E sharing international border with Nepal and Tibet in northeast, by the Indian 
states of Himachal Pradesh in northwest, by Haryana, Rajasthan and Delhi in west and by 
the state of Madhya Pradesh in south and the state of Bihar and Jharkahnd in southwest. 
(Sankhyakiya partika, Jawan block, 2010). 
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Figure 3.1 Map of Uttar Pradesh showing Aligarh. 
3.5.1 Geographical and demographical depiction of Aligarh District 
The study was conducted in the rural areas of Aligarh district (27° 29" to 28" 11" North 
latitude and 77° 29" to 78° 38" east longitudes), which is one of the important district in 
North India. It is located in the fertile Ganga- Yamuna plains in the north western part of 
the state of Uttar Pradesh. It is bounded by the Bulandshahar district in the north, 
Mathura district in the south and southwest, Hathras district in the south east and Etah 
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district in the east. The extreme northeastern boundary is formed by the river Yamuna 
which separates Aligarh Gurgaon district in the state of Haryana. 
The climate of AHgarh vacillates between the two extremes of severe cold in winters 
(January maximum temperature is 21°C and minimum 7°C. the climate is in tune with 
that which normally prevails in the western part of Uttar Pradesh. The rainfall is scanty 
ranging from 60-75 cm per annum. The district experiences tropical monsoon type of 
climate within its characteristics seasonal rhythm marked by the northeast and southwest 
monsoons. Aligarh, with a population of 2.99 million, is one of seventy districts in Uttar 
Pradesh (U.P.). The district has a population of 2,992,286 persons according to the 2011 
census. The district has been divided into fives Tahseel namely Koil, Atrauli, Khair, Iglas 
and Gabhana. These Tahseel have been subdivided into 12 blocks namely Dhanipur, 
Lodha, Akrabad, Jawan, Gabhana, Atrauli, Bijauli, Gangiri, Khair, Tappal, Chandaus, 
Gonda and Iglas and spreads over 1,212 villages. (Sankhyakiya partika, Jawan block, 
2010). 
3.5.2 Geographical and demographical depiction of Jawan Block 
The study has been conducted at Jawan block of Aligarh district is situated on Diwai 
road; seventeen kilometers away in North from district headquarter. Jawan block lies 
under 'Gabhana Tahseel' but some villages of this block lie under Koil Tahseel. Area 
covered by Jawan block is 231.8 km sq which shares 7.74 percent of total district area 
(Sankhyakiya partika, Jawan block, 2010) 
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a) Organizational division of Jawan Block- In Jawan block there are ten Nyaya 
panchayat namely Barauli, Satha, Chherat, Chhalesar, Jawan Vajidpur, Amrauli, 
Tamkauli, Bahadurpur, Mavan, Talibnagar. There are seventy eight gram panchayat 
under these naya panchayat and 109 total villages. (Sankhyakiya partika, Jawan 
block, 2010). 
b) Population of Jawan Block - According to Sankhyakiya partika, (Jawan block, 
2010) the total population of Jawan block was 2,11,390 among which 1,12,926 were 
males and 98,464 were females. Population density of Jawan block was 547 Km Sq. 
c) Occupation of Jawan Block- The main occupation of the rural area of Jawan block 
is agriculture. The total area of district is 369,694 hectares of which, 80.54% is net 
cultivated and 137.37% is total cultivated. The district was chosen for Intensive 
Agricultural District Programme in 1960-61, which envisaged immediate increase in 
production through provision of inputs including irrigation, fertilizers, high yielding 
variety seeds, modem implements, pesticides etc. (Sankhyakiya partika, Jawan block, 
2010). 
d) Education profile of Jawan Block- Total educated people are 101088 with 68044 
male and 33044 female. Total literacy rate is 59.64 % with 74.88 % male and 42.03% 
female(Sankhyakiya partika, Jawan block, 2010). 
e) Health profile of Jawan Block- There is 1 Community health centre, 4 primary 
health centres, 1 Ayurvedic centre and 16 Allopathic centres are present in Jawan Block. 
The health services are provided in villages through government worker ANM and 
ASHA. (Sankhyakiya partika, Jawan block, 2010). 
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Figure: 3.2 Map of Jawan block of Aligarh district 
3.6 Sample Selection 
For the present study the sample selection included the following-
Universe- The sum total or aggregate of all units/ cases that conform to some designated 
set of specifications is called the universe or population (Ahuja R. 2011). The universe 
consisted of adult married rural women in the age group of 18-40 years. About 27,249 
women are considered as the universe of the study. 
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3.6 Sample Selection 
For the present study the sample selection included the following-
Universe- The sum total or aggregate of all units/ cases that conform to some designated 
set of specifications is called the universe or population (Ahuja R. 2011). The universe 
consisted of adult married rural women in the age group of 18-40 years. About 27,249 
women are considered as the imiverse of the study. 
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Sample-
A sample is a portion of people drawn from a larger population. In determining the size 
of sample, the variability over the population and statistical significance play a significant 
role (Ahuja R. 2011). In the present study the name and address list of all women aged 
18-40 years was drawn from the voter list of Block Centre record register. The total of 
27,249 women's name and address were retrieved. The sample size was calculated using 
the following formula-
n = — ^ — (Ahuja R., 2011). 
Where, N = Total population 
e = 0.05 confidence level 
n= 27,249 
27249 
- = 394.21 1 - 27249(.05)-
Round of the figure = 400 
A total calculated sample size of 400 adult married rural women of age 18-40 years was 
selected for the study. 
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Sampling procedure- For the selection of target group proportionate stratified sampling 
technique was used. In proportionate stratified sampling, the number of elements 
allocated to the various strata is proportional to the representation of the strata in the 
target population. That is, the size of the sample drawn from each stratum is proportional 
to the relative size of that stratum in the target population. For the present study it was 
done in following ways: , ^I,B Azau cjo 
^^*^^V-' • '= 
Selection of gram panchayats -^Z I '~y> I J l 3 
( Aci; . N t t , . . . ^ - ^ . 
While selecting the gram panchayats following strata have been developed- .-i 
I. In the first strata Jawan Block was selected from Aligarh district. '^ fjr>it":'^  
II. The second strata consisted of 10 gram panchayats out of 78 gram panchayat from 
Jawan Block of Aligarh district. 
III. The third strata consisted of 5 villages of high literacy rate as well as 5 villages of 
low literacy rate from the selected 10 gram panchayats. 
So, in all 10 villages were proportionately selected among 10 gram panchayats out of 78 
gram panchayat of Jawan Block of Aligarh district. 
Selection of rural women 
The second stage of sampling consisted of selection of rural women from each of the ten 
villages. Adult rural women belonging to the age group of 18 - 40 years were considered 
as target group. Initially for the selection of first number the lottery method was used for 
the first four numbers followed by every fourth number onward included into sample in 
each of the villages. Hence total 400 rural adult women were considered as target 
population. 
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Figure 3.3 Flow chart representing the sampling procedure. 
3.7 Tools and techniques used for data collection 
In the present study, following tools were used for collecting data: 
3.7.1 Interview method 
3.7.2 Participants observation 
3.7.3 Assessment of Nutritional status 
3.7.4 Collection of data 
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3.7.1 Interview method 
Interview method was used to collect the data among women. According to 
Majumdar (2005), interview is an interactive process between two or more 
individuals in which one person provides the necessary stimuli and the other persons 
to it by a verbal reply. For the present study data collection was done using semi 
structure interview schedule. For collecting information, interview schedule had 
different sections. The interview schedule was subjected informally. The women 
respondents were contacted generally in their leisure time at their home or in any 
community place of the village. The duration of each interview ranged from half an 
hour to one hour. The interviews were conducted in Hindi and letter translated in 
English. Quality control of translation and reliability checks for coding of 
qualitative material were done. The purpose of study and schedule was explained to 
the subjects of the research. Interview schedule contain information on demographic 
profile of women, health profile of respondent and information on decision profile 
of respondents. 
3.7.2 Participants Observation 
Observation is a method that employs vision as its main means of data collection (Ahuja 
R 2011). Observation is a method that employs vision as its main means of data 
collection. Observation is also defined as a planned methodical watching that involves 
constraints to improve accuracy. Direct observation bridges the gap between what 
people say and what they actually do. For the present study information on quality of 
life of the respondents was collected through participants' observation method. 
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3.7.3 Assessment of Nutritional status 
Anthropometric measurements, dietary assessment including 24 hour recall method, 
biochemical examination, and clinical examination were done for assessing nutritional 
status. 
a) Anthropometric measurements: 
Height: 
Anthropometric rod was used to measure height. The subjects were made to stand erect 
on barefeet on the even floor with both heels together, the hand hanging by the side. The 
head should be in the Frankfurt position (a position where the line passing from the 
external ear hole to the lower eye lid is parallel to the floor) during measurement, and the 
shoulders, buttocks and the heels should touch the vertical stand. A portable 
anthropometer was used for measuring the height. The measurement was recorded 
nearest were recorded nearest to 0.2 cm. 
Weight: 
For measuring weight, beam or lever actuated scales, with an accuracy of 50-100 kg are 
preferred. The zero error of the weighing scale should be checked before taking the 
weight. Respondent should wear minimum cloth, and without shoes. 
Body mass index (BMI): 
BMI was calculated from weight in (Kg) and height (m^). It was calculated from the 
equation Wt (kg)/Ht(m^). BMI also know as Quetelet's index. BMI is used to indicate the 
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magnitude of chronic energy malnutrition. Respondents were categorized according to 
their BMI as per WHO (2004) criteria (Annexure I- B). 
Weight (Kg) 
BMI = 
2 Height (m) 
b) Dietary assessment including 24 hour recall method 
Dietary assessment including 24 hour recall method of diet survey was carried out for one 
day, to assess the food and nutrient intakes of all the individuals who had partake the 
meals on that day. Calculation of various amounts of foods consumed by respondent in 
24 hrs recall methods was based on standardized weight and measure. 
c) Biochemical examination 
Biochemical examination was done for the assessment of iron deficiency anaemia by 
measuring hemoglobin (Hb) concentration in the blood estimation by Sahli's method 
(Annexure I- D). 
d) Clinical examination-
Clinical examination of nutritional deficiency signs is used to assess the nutritional status. 
It was done only for Vitamin A, Vitamin B, Vitamin C and Iron deficiency sign and 
symptoms of the respondents. 
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3.7.4 Collection of data 
The respondents were personally contacted and interviewed with the help of structured 
interviewed schedule. On the basis of personal interview by avoiding certain types of 
errors, various pieces of important information were collected and verified by using all 
senses, means and methods so that no false information could deviate the scientific 
conclusions. Prior to interview a good rapport was established by contacting frequently 
the informants and tried to get every possible co-operation from them. After preparation 
of interview schedule it was pretested with the help of pilot survey. The entire schedule 
was pretested in the field on a sample of 10%. On the basis of pretesting necessary 
addition, deletion and alteration were done in the language and content of the interview 
schedule. Thus after, the final rectified interview schedule was used for data collection. 
Thus its reliability and validity was made confirm. 
a) Reliability: The most important characteristic of a meeisuring study tool is its 
reliability. Reliability means consistency or accuracy, i.e. the degree to which the test 
agrees with itself Spearman correlation coefficient method was used to know the 
reliability of the interview schedule. The Co-relation coefficient between two variables 
found to be 0.325, thus interview schedule is reliable. 
b) Validity: Validity is the extent to which a test measures what it purposed to measure. 
No measurement procedure is valid if it does not use the valid tool for data collection 
because tool is the information capturing device and the tool should capture the 
information which fiilfills its purpose. Therefore, validity is the most important 
characteristic of a tool. The Validity of Interview Schedule was found to be 0.2423. Thus 
the Interview schedule is valid. 
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3.8 Processing and statistical analysis of data 
Each day after data collection, the interview schedule were checked, cleaned and entered 
into a data base that was created in excel. The data base was exported to SPSS version 
17.0 package (IBM SPSS 17.0) where the analysis was done. Simple descriptive analysis 
was done and non-parametric tests were used for further analysis, correlation tests using 
Spearman correlation (rs). Non-parametric tests were chosen because they have less strict 
requirements on adequacy of sample size and the scale of measurement can be either 
categorical or ordinal. The correlation was used to describe strength and direction of 
linear relationship between two variables Ahuja R. (2011). 
The data have been presented using frequencies and percentage further analysis was 
carried out using statistical methods as follows. 
1. Frequency and percentage methods were used to categorize the rural women with 
respect to their socio demographic characteristics, literacy profile, quality of life, health 
status, nutritional status and decision making. 
2. To know the relationship between the literacy profile of rural women to their quality of 
life, health status, nutritional status and decision making the correlation coefficient tests 
using Spearman correlation (rs) was used. 
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3.9 Ethical consideration 
The objects of inquiry in study were beings so extreme case was to avoid any harm to 
them. Two ethical issues were considered such as, 
Informal consent: The consent process is essential that everyone involved in a research 
projects, understand it (Cambell, Cleland,Collleimbean and Southwick,1999). Researcher 
gave elaborate explanation to participant about the research activity, purpose and 
features, explained its procedure and benefit of participation. Then all participants gave 
their verbal informal consent to participant on the study. They also provided their consent 
for the research to use a voice recorder during interview to correct the natural limitation 
of human memories. 
Confidential process: In social research, there is often the tendency that researcher 
present 'subjects and the findings is rather humiliating ways, which may not reflect them 
and their situation(soh ,2007).Thus pseudonyms have been used in reporting the data in 
this study and pretested respondents right of privacy and confidentiality. 
3.10 Time plan of the study 
The study was carried out in forty six months which included reference work, preliminary 
visits, development and pretesting of study tools, rapport formation, data collection, 
tabulation, data analysis and documentation of the study. 
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3.11 Strength of the study 
This was the first study of its type in the Aligarh district which provides the Uteracy 
profile of rural women in Jawan Block in relation to their quality of life. 
1. Women were interviewed with pretested interview schedule during the course of 
research work to find out the actual quality of life of rural area. 
2. The study clearly indicated that the literacy profile of a women have a significant 
effect on quality of life nutritional status, health status and their decision making of 
the rural women. 
3.12 Limitation of the study 
It was a single researcher investigation, which placed limitations on time, resources etc. 
The study is based on the expressed opinions of the respondents, which may not be free 
from their individual perception and bias inspite of the researcher's efforts to get them as 
objectively as possible. 
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RESULTS 
The data regarding present study "Impact of Literacy on Quality of Life with particular 
reference to decision making, health, and Nutritional status of women in Jawan Block, 
Aligarh, (U.P)" was collected, organized and analyzed using the scientific methodology 
described in previous chapter. Data collected are presented through tables of frequencies 
and percentages. Information collected with the help of interview schedules of key 
informants and their observation is incorporated to give an overall view of the situation 
under study. 
4.1 Socio demographic profiles of rural women, 
4.2 Literacy profile of rural women in Jawan Block; 
4.3 Quality of life and socio demographic variables (age and occupation) of the rural 
women in Jawan Block; 
4.4 Relationship between literacy to quality of life, health status, nutritional status and 
decision making of the rural women in Jawan Block. 
4.1 Socio demographic profiles of rural women, 
Socio demographic Profile of the respondents is discussed as follows; 
4.1.1 Age of respondent 
4.1.2 Type of family 
4.1.3 Religion and caste of respondent 
4.1.4 Occupation 
4.1.5 Socio Economic Status (S.E.S) 
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4.1.1 Age of respondent 
As shown below in Table (4.1) majority (62.7 %) of respondents were in the age group of 
24 - 28 years, 27% of respondents were in the age group of 18 - 23 years, 15.75% of 
respondents were in the age group of 29 - 33 years and 13.5% of respondents were in the 
age group of 34 - 40 years respectively. 
Table 4.1: Frequency distribution and percentage of respondent's according to their Age. 
Parameter 
Age in years 
Category 
18-23 
24-28 
29-33 
34-40 
Rural Women 
Number 
108 
175 
63 
54 
Percentage 
27 
62.7 
15.75 
13.5 
4.1.2 Type of family 
As shown below in Table (4.2) majority (73%) of respondent lives in nuclear family and 
remaining 27% of respondent lives in joint family. 
Table 4.2: Frequency distribution and Percentage of Respondents According to their type of 
family. 
Parameter 
Type of family 
Category 
Nuclear 
Joint 108 
Rural Women 
Number Percentage 
292 73 
27 
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4.1.3 Religion and caste of respondent 
Table (4.3) shows that out of four hundred women, regarding the religion majority (73%) 
of respondents were Hindu, followed by 27% of respondents were Muslim. Regarding the 
caste of respondent's majority (41.5%) of respondents were belonged to General castes, 
while 34% of respondents were belonged to other backward class and only 24.5% of 
respondents were belonged to schedule caste. 
Table 4.3: Frequency distribution and Percentage of Respondents According to their 
Religion and caste. 
Parameter 
Religion 
Cates 
Category 
Muslim 
Hindu 
General 
Other backward class 
Schedule caste 
292 
166 
136 
98 
Rural Women 
Number 
108 
Percentage 
27 
73 
41.5 
34 
24.5 
4.1.4 Occupation of respondent 
As shown below in Table (4.4 ) majority (47.25%) of respondent's were housewife, 
followed by 30% of respondent's were worked in agriculture, 15.25% of respondents 
were ASHA/ Anganwadis worker and only 7.5%) of respondents were worked as 
embroidery/ tailor. 
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Table 4.4: Frequency distribution and Percentage of respondents according to their 
occupation. 
Parameter 
Occupation 
Category 
Agriculture 
Tailor/ embroidery 
Housewife 
Anganwadis/ASHA 
30 
189 
61 
Rural Women 
Number 
120 
Percentage 
30 
7.5 
47.25 
15.25 
4.1.5 Socio Economic Status (S.E.S) 
Data regarding per capita income was categorized in four groups according to modified 
B G Prasad's classification. It was found that majority of respondents (32.25%) 
belonged to poor class, followed by 30% of respondents belonged to upper middle class, 
17.25% of respondents were very poor , 15.25% of respondents were from lower 
middle class. Remaining 5.25% of respondents were from high class. 
Table 4.5: frequency distribution and Percentage of respondents according to their S.E.S. 
Parameter Category 
Socio Economic Status 
I. High 
11. Upper middle 
III. Lower middle 
IV. Poor 
V. Very poor or 
(BPL) 
5000-9999 
3000-4999 
1500-2999 
500-1499 
Below 500 
Total 
Rural Women 
Number 
21 
120 
61 
129 
69 
400 
Percentage 
5.25 
30 
15.25 
32.25 
17.25 
100.0 
67 
4.2 Literacy profile of rural women in Jawan Block 
Out of four hundred rural women, majority (50.25%) of the respondents were illiterate, 
whereas 22.5% of respondents were literate upto primary levels, 15% of respondents 
were literate upto junior high school level and only 12.25% of respondents were literate 
upto Graduation level. 
Table 4.6: Frequency distribution and Percentage of respondents according to their 
literacy profile 
Parameter Category 
Rural Women 
Number Percentage 
Literacy profile 
Illiterate 
Primary 
Junior High School 
Graduate 
Total 
201 
90 
60 
49 
400 
50.25 
22.5 
15.0 
12.25 
100.0 
250 
200 
150 -
100 
50 
n -
201 
iiiiter 
1 to 
1 i n i£- 49 1 L "L n.. 
ate Primary Junior High Graduate 
School 
B Number 
• Percntage 
Figure 4.1: Graphical presentation of respondents according their literacy profile 
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4.3 Quality of life and socio demographic variables (age and occupation) of the 
rural women in Jawan Block 
4.3.1 Quality of life of the rural women 
Table 4.7: Frequency distribution and Percentage of respondents according to their 
quality of life (housing). 
Parameter Category Rural women Total 
Yes No 
Number. % Number. % Number % 
1. Type of house 
Katcha house 111 27.75 289 72.25 400 100 
289 72.25 111 27.75 400 100 
Pacca house 
2. Owner ship of house 
Respondent 
Husband 
Others (in laws) 
3. Bathroom Present 
4. Toilet Present 
153 38.25 247 61.75 400 100 
211 52.75 189 47.25 400 100 
36 9 364 91 400 100 
165 16.25 235 58.75 400 100 
268 67 132 33 400 100 
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Out of four hundred rural women, majority (72.25%) of respondents lived in katcha 
house, while 27.75% of respondents lived in pacca house. Regarding the ownership of 
house majority (52.75%) of respondent's husband was the owner of house; while only 
38.25% of respondent's were the owner and rest of the 9% of respondent's in-laws were 
the owner of house. Further table shows that out of four hundred women majority 
(58.75%) of respondent's house did not have bathroom, they went at village pond for 
bathing and washing the cloths, while 16.25% of respondent's house had bathroom. 
Further table illustrates that regarding the presence of toilet in the house out of four 
hundred women majority (54.25%) of respondent's house did not have toilet they went 
out side the house, whereas 45.75% of respondent's houses have toilet. 
268 
Pacca house ownwership of 
house 
(Respondent) 
Bathroom 
Present 
Toilet Present 
• Yes BNo 
Figure 4.2: Graphical presentation of respondents according their quahty of Ufe 
(housing). 
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Table 4.8. Frequency distribution and Percentage of respondents according to their 
quality of life (Neighborhood/Community services). 
Parameter Category Rural women Total 
Yes No 
Number. % Number. % Number % 
1. Access to satisfactory 189 47.25 211 52.75 400 100 
road network 
2. Network of telephone 153 38.25 247 61.75 400 100 
service(s) 
3. Access to health centres , ,„ ,^ ^^^ 
148 37 252 63 400 100 in village 
The above table shows the distribution of rural women according to their quality of life 
(Neighbourhood/Community services). Out of four hundred rural women majority 
(52.75%) of respondent's village did not have access to satisfactory road network, while 
only 47.25% of respondents were those whose village possess a satisfactory road 
network. Regarding the network of telephone services in the village out of four hundred 
rural women majority of respondents (61.75%) village did not have network of telephone 
services, while only 38.25% of respondents village have the network of telephone 
service(s). Further table illustrates access to health centres to villages. It depicts that 
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majority (63%) of respondents did not have access to health centres in village, while only 
37% of respondents have access to heahh centres in their village. 
247 
Access to Network of Access to 
satisfactory telephondiealth centres 
road network services In village 
• Yes BNo 
Figure 4.3: Graphical presentation of respondents according their quality of life 
(Neighbourhood Community services). 
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4.3.2 Relationship between quality of life and socio demographic variable (Age 
and occupation) of the rural women 
Table 4.9 Frequency distribution and percentage of respondents in respect to their 
quality of life and socio demographic variables (Age). 
Measures Age (Years) 
18-23 24-28 29-33 34-40 ^ . 
(No %) (No %) (No %) (No %) 
(No %) 
Quality of Life (Housing) 
Tvve of House 
Pacca 32 8 46 11.5 14 3.5 19 4.75 111 27.75 
house 
Katcha house 76 19 129 32.25 40 10 44 11 289 72.25 
Owner ship of house 
Respondent 43 10.75 64 16 20 5.0 26 6.5 153 38.25 
Husband 56 14 92 23 29 7.25 34 8.5 211 52.75 
In-laws 9 2.25 19 4.75 5 1.25 3 0.75 36 9 
Bathroom Present Al 11.75 70 17.5 21 5.25 27 6.75 165 41.25 
Toilet Present 12 n 118 29.5 36 9 42 10.5 268 67 
Above table indicates that out of four hundred respondents only 27.75% of respondents 
house was Pacca house, out of which majority of respondents (11.5%) were in the age 
group of (24-28) years, while only 3.5% of respondents were in the age group of (29-33) 
years, 72.25% of respondents were found whose house were Katcha house, out of which 
majority (32.25%) of respondents were in the age group of (24-28) years while only 10% 
of respondents were in the age group of (29-33) years. Further table shows the other 
variables of quality of life (housing) such as owner ship of house indicates that out of 
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four hundred women only 38.25% respondents were the owner of the house, out of which 
majority (16%) of respondents were in the age group of (24-28) years, while only 5% of 
respondents were in the age group of (29-33) years. Husband owner of the house were 
52.75%) out of which majority (23%) of respondents were in the age group of 24-28 
years, while only 7.25%) of respondents were in the age group of (29-33) years. In-laws 
owner of the house were only 9% out of which majority (4.75%) of respondents were in 
the age group of (24-28) years while only (0.75%) of respondents were in the age group 
of (34-40) years. Further table illustrates that out of four hundred women only 41.25%) 
respondents house have bathroom present out of which majority (17.5%) of respondents 
were in the age group of (24-28) years, while only 5% of respondents were in the age 
group of (29-33) years. Further table illustrates the other variables of quality of life 
(housing) such as toilet present in the house with socio demographic variables i.e. age (in 
years) shows that out of four hundred women only 67%) of respondents house have toilet 
present out of which majority (29.5%) of respondents were in the age group of (24-28) 
years, while only 9% of respondents were in the age group of (29-33) years. 
Table 4.10 Correlation coefficient between socio demographic variable (Age) and 
Quality of Life (Housing). 
Measures Age (Years) 
Quality of Life (Housing) 
Type of house .015 .001 
Ownership of house 
Bathroom present 
Toilet present 
-.008 
.014 
.043 
.006 
-.014 .006 
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Results of Spearman correlation between socio demographic variables (Age) and Quality 
of Life (Housing) among women indicate that there was an insignificant relationship 
between age and type of house {rs = .015, p > 0.01), negative and insignificant 
relationship between age and ownership of the house (r^  = -.008, p > 0.01), age and 
bathroom present in the house (rs= .014,/? > 0.01) and age and toilet present in the house 
(r,= -.014,/7>0.01). 
Table 4.11 Frequency distribution and percentage of respondents in respect to quality of 
life (Neighbourhood/community services) and socio demographic variable (Age). 
Measures Age (Years) 
18-23 24-28 29-33 34-40 
(No %) (No %) (No %) (No %) '^'^ ^^ 
(No %) 
Quality of Life 
(Neighborhood/Community 
services) 
Access to satisfactory road 51 12.75 80 20 25 6.25 33 8.25 189 47.25 
network 
Network of telephone 43 10.75 64 16 20 5.0 26 6.5 153 38.25 
service (s) 
Access to health centres in 41 10.25 61 15.25 20 5.0 26 6.5 148 37 
village 
Table 4.11 indicates the relationship between quality of life (Neighbourhood/Community 
services) with socio demographic variables i.e. age (in years). It shows that out of four 
hundred women only (47.25%) of respondents have access to satisfactory road network 
in their village, majority (20%) of respondents were in the age group of (24-28) years, 
while only 6.25% of respondents were in the age group of (29-33) years. Further table 
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shows that the other variables of quality of life (Neighbourhood/Community services) 
such as network of telephone service(s) present in the village in relation with socio 
demographic variables i.e. age (in years). It shows that the out of four hundred women 
only 38.25% of respondents village possess network of telephone service(s) out of which 
the majority of respondents (16%) were in the age group of (24-28) years, while only 5% 
of respondents were in the age group of (29-33) years whose village possess network of 
telephone service(s). Assisting table illustrates the other variables of quality of life 
(Neighbourhood/Community services) such as access to health centres in village with 
socio demographic variables i.e. age (in years) shows that out of four hundred women 
only 37% of respondents have access to health centres in village out of which the 
majority of respondents (15.25%) were in the age group of (24-28) years, while only 5% 
of respondents were in the age group of (29-33) years. 
Table 4.12 Correlation coefficient between socio demographic variable (Age) and 
Quality of Life (Neighbourhood/community services). 
Measures Age (Years) 
Quality of Life {Neighbour 
hood/community services) 
Acess to satisfactory road 
network 
Network of telephone 
services 
Access to health services 
h 
-.024 
.004 
-.012 
P 
.001 
.043 
.006 
Spearman correlation was applied to test the relationship between socio demographic 
variables (Age) and Quality of Life (Neighbourhood/Community services). The result 
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indicates that there is a negative and insignificant correlation between agif "and access to 
satisfactory road network in the village (r^  = -.024, p > 0.01), age and access to health 
centres (r^  = -.012, p > 0.01). Positive and insignificant correlation between age and 
network of telephone service(s) in the village {rs= .004, p > 0.01). 
Table 4.13 Frequency distribution and percentage of respondents in respect to Quality of 
Life (Housing) and socio demographic variable (Respondent's Occupation). 
Measures Respondent's Occupation 
Agriculture Tailor Housewife Anganwadis/ 7- . ; 
(No %) (No %) (No %)ASHA 
(No %) 
Quality of Life (Housing) 
Type of House 
Pacca 13 3.25 3 0.75 88 22 7 1.75 111 27.75 
Katcha House 32 8 6 1.5 23157.75 20 5 289 72.25 
Owner ship of house 
Respondent 18 4.5 4 1 121 30.25 10 2.5 153 38.25 
Husband 22 5.5 5 1.25 169 42.25 15 3.75 211 52.75 
In-laws 5 1.25 0 0 29 7.25 2 0.5 36 9 
Bathroom Present 19 4.75 4 1 132 33 10 2.5 165 41.25 
Toilet Present 30 7.5 6 1.5 214 53.5 18 4.5 268 67 
Table 4.13 indicates the frequency distribution of respondent according to their quality of 
life (housing) and in relation with socio demographic variable i.e. respondent's 
occupation. Out of four hundred women only 27.75% of respondents were found whose 
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house was Pacca, out of which majority (22%) of respondent's were house wife while 
(0.75%) of respondent's worked as Tailor. The majority of respondents (72.25%) house 
was Katcha, out of which majority (57.75%) of respondent's were house wife, while only 
(1.5%) of respondent's worked as Anganwadis worker/ASHA. Further table shows the 
ownership of house out of four hundred women only 38.25% respondents were the owner 
of the house out of which majority (30.25%) of respondents was house wife, while only 
1% of respondents worked as tailor. Husband owner of the house was 52.75% out of 
which majority (42.25%) of respondents were house wife, while only (1.25%) of 
respondents were tailor. In-laws owner of the house was only 9% out of which majority 
(7.25%) of respondents were house wife; where as no one worked as tailor. Further table 
illustrates the presence of bathroom in the house in relation with socio demographic 
variables i.e. respondent's occupation. It shows that the out of four hundred women only 
41.25%) of respondents house have bathroom out of which majority (33%)) of respondents 
were house wife, while only 1% of respondents were tailor. Further table illustrates toilet 
present in the house. It shows that out of four hundred women only 67% of respondents 
house have toilet present out of which majority (53.5%)) of respondents were house wife, 
while only 1.5%) of respondents were tailor. 
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Table 4.14 Correlation coefficient between socio demographic variable (Respondents 
occupation) and quality of life (Housing) 
Measures 
Quality of Life (Housing) 
Type of house 
Ownership of house 
Bathroom present 
Toilet present 
Responds ents occupation 
ts 
.715 
.815 
.682 
.981 
P 
.001 
.043 
.003 
.001 
Results of Spearman correlation coefficient between socio demographic variables 
(respondent's occupation) and Quality of Life (Housing) among women indicates that 
there was an insignificant relationship between respondent's occupation and type of 
house (rs = .715, p > 0.01), respondent's occupation and ownership of the house (r^  = 
.815,/? > 0.01), respondent's occupation and bathroom present in the house (rs= .682,/? 
> 0.01) and respondent's occupation and toilet present in the house (r^^ .981,jtJ > 0.01). 
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4.15 Frequency distribution and percentage of respondents in respect to their Quality of 
Life (neighbourhood/community services) and socio demographic variable (Respondent's 
Occupation). 
Measures Respondent's Occupation 
Agriculture Tailor Housewife Anganwadis/ 
(No %) (No %) (No %)ASHA ^^^^' 
(No %) (No %) 
Quality of Life 
(Neighborhood/Community 
services) 
Access to satisfactory road 21 5.25 5 1.25 150 37.5 13 3.25 189 47.25 
network 
Network of telephone 18 4.5 4 1 121 30.25 10 2.5 153 38.25 
service (s) 
Access to health centres in 18 4.5 4 1 116 29 10 2.5 148 37 
village 
Table 4.15 indicates the quality of life (Neighbourhood/Community services) in relation 
with socio demographic variables i.e. (respondent's occupation), shows that out of four 
hundred rural women only 47.2% of respondents have access to satisfactory road network 
in their village, out of which majority (37.5%) of respondents were house wife, while 
only 1.25% of respondents worked as tailor. Further table shows that out of four hundred 
women only 38.25% of respondent's village possess network of telephone service(s), out 
of which majority (30.25%) of respondents were house wife, while only 1% of 
respondents were tailor. Assisting table illustrates access to health centres in village with 
socio demographic variables i.e. respondent's occupation shows that out of four hundred 
women only 37 % of respondents have accessed to health centres in village, out of which 
majority of respondents (29%) were house wife, while only \% of respondent's 
occupation was tailoring. 
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Table 4.16 Correlation coefficient between socio demographic variable (Respondent's 
Occupation) and Quality of Life (Neighbourhood/Community services). 
Measures 
Quality of Life 
(neighbourhood/community 
services) 
Access to satisfactory road 
network 
Access to telephone 
network 
Access to health centres 
Respondents Occupation 
h P 
.023 .001 
.019 .023 
.002 .001 
Correlation between socio demographic variables (respondent's occupation) and Quality 
of Life (NeighbourhoodyCommunity services) among women indicates that there were an 
insignificant relationship between respondent's occupation and access to satisfactory road 
network in the village (r, = .023, p > 0.01), respondent's occupation and network of 
telephone service(s) in the village (r,= .019, p > 0.01) and respondent's occupation and 
access to health centres {rs= .002,p > 0.01). 
In the present study, tables 4.9-4.16 reveals insignificant relationship between quality of 
life and socio demographic variables (age and occupation) of the rural women. The first 
null hypothesis i.e., There is no significant relationship between quality of life andsocio-
demographic variables (age and occupation) of rural women was accepted at 0.01 level 
of significance. 
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4.4 Relationship between literacy to quality of life, health status, nutritional status 
and decision making of the rural women. 
4.4.1 Literacy and quality of life 
Table 4.17 Frequency distribution and percentage of respondents in respect to Quality of 
Life (housing) and literacy profile of respondent's. 
Measures Literacy profile 
Illiterate Primary J.H School Graduate y, , 
(No %) (No %) (No %) (No %) 
(No %) 
Quality of Life (Housing) 
Type of House 
PaccaHouse 8 2 55 13.75 20 5 28 7 111 27.75 
Katcha house 193 48.25 35 8.75 40 10 21 5.25 289 72.25 
Owner ship of house 
Respondent 90 22.5 43 10.75 5 1.25 15 3.75 153 38.25 
Husband 95 23.75 36 9 50 12.5 30 7.5 211 52.75 
In-laws 16 4 11 2.75 5 1.25 4 1 36 9 
Bathroom Present 70 17.5 28 7 18 4.5 49 12.25 165 41.25 
Toilet Present 69 17.25 90 22.5 60 15 49 12.25 268 67 
Table 4.17 illustrates that out of four hundred rural women only 27.75% of respondents 
house was Pacca, out of which majority (13.75%) of respondents were literate upto 
primary, even though only 2% of respondents were illiterate, 72.25% of respondents 
house was katcha, out of which majority (48.25%) of respondent were illiterate, whereas 
only 5.25% of respondents were graduate. Further table shows the correlation between 
literacy and ownership of house, out of four hundred rural women only 38.25% 
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respondents were owner of the house out of which majority (22.5%) of respondents were 
illiterate, whereas only 1.25% of respondents were literate upto junior high school level. 
Husband owner of the house were 52.75% out of which majority 23.75% of respondents 
were illiterate, while only 7.5% of respondents were graduate. In-laws owner of the house 
were only 9% out of which majority (4%) of respondents were illiterate, whereas only 
1% of respondents were graduate. Further table illustrates the association between 
bathrooms present in the house with literacy profile among women. Table depicts that out 
of four hundred rural women only 41.25% respondents house have bathroom present out 
of which majority (17.5%) of respondents were illiterate, while only 4.5% of respondent 
were literate upto junior high school level. Further table shows the relationship between 
toilets present in the house with literacy profile among rural women, it shows that out of 
four hundred rural women only 67% of respondents house have toilet present out of 
which majority (22.5%) of respondents were literate upto primary school, whereas only 
12.25% of respondents were literate upto graduation. 
Table 4.18 Correlation coefficient between quality of life (Housing) and literacy profile 
of respondents. 
Measures 
Quality of Life (Housing) 
Type of house 
Ownership of house 
Bathroom present 
Toilet present 
Literacy profile 
rs 
-.001** 
.000** 
-.011 
0.13 
P 
.231 
.443 
.003 
.008 
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Correlation coefficient between literacy profile and Quality of Life (Housing) among 
rural women indicates that there was £ significant and negative association between 
respondent's literacy profile and type of house (r^^ -.001, p < 0.01), literacy profile and 
ownership of the house (r^  = .000, p < 0.01). There was an insignificant relationship 
between respondent's literacy profile and bathroom present in the house (r^  = -.011, p > 
0.01) and respondent's literacy profile and toilet present in the house (r^  = -.013, p > 
0.01). 
Table 4.19 Frequency distribution and percentage of respondents in respect to Quality of 
Life (neighbourhood/community services) and literacy profile of respondent's. 
Measures Literacy profile 
Illiterate Primary J.H School Graduate 
(No %) (No %) (No %) (No %) Total 
(No %) 
Quality of Life 
(Neighborhood/Community 
services) 
Access to satisfactory road 29 7.25 90 22.5 40 10 30 7.5 189 47.25 
network 
Network of telephone 43 10.75 40 10 55 13.75 15 3.75 153 38.25 
service (s) 
Access to health centres in 10 2.5 71 17.75 18 4.5 49 12.25 148 37 
village 
Table 4.19 indicates that out of four hundred rural women only 47.25% of respondents 
have access to satisfactory road network in their village, out of which majority (22.5%) of 
respondents were literate upto primary school level, even as only 7.25 % of respondents 
were illiterate. Further table shows that out of four hundred rural women only 38.25% of 
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respondents village possess network of telephone service(s), out of which the majority 
(13.75%) of respondent's were literate upto junior high school, whereas only 3.75% of 
respondents were graduate. Assisting table illustrates access to health centres in village; it 
shows that out of four hundred rural women only 37% of respondents have access to health 
centres in village out of which majority (17.75%) of respondent's were literate upto 
primary level who have access to health facilities, while 2.5% of respondents were 
illiterate. 
Table 4.20 Correlation coefficient between Quality of Life and literacy profile 
(Neighborhood/Community services) of the respondents. 
Measures Literacy profile 
Quality of Life 
(Neighbourhood/community 
services) 
Access to satisfactory road .005 .001 
network 
Access to telephone network .005 .023 
.206** .921 
Access to health centres 
Correlation coefficient between literacy profile and Quality of Life 
(Neighbourhood/Community services) among women indicates that there were an 
insignificant relationship between respondent's literacy profile and access to satisfactory 
road network in the village (r^  = .005, p > 0.01) and respondent's literacy profile and 
network of telephone service(s) in the village (r^  = .005, p > 0.01). There is a significant 
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and positive correlation between respondent's literacy profile and access to health centres 
(r, = .206,/?< 0.01). 
In the present study, tables 4.18-4.20 reveals significant impact of literacy profile of rural 
women their quality of life regarding, type of house, ownership of house and access to 
health centres in village 
This implies that the second null hypothesis i.e., There is no significant relationship 
between literacy profile and quality of life of rural women was partially rejected at 0.01 
level of significance. 
4.4.2 Literacy and health status of the rural women 
In the present section, findings related to correlation between literacy and health status of 
rural women has been given in following heads; 
A. Reproductive health status 
B. Awareness regarding HIV/AIDS 
C. Acess to ANC and Place of delivery 
D. Awareness aligned with role of faith healers and herbalists 
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A. Reproductive health status 
Use of contraceptives 
Table given below reveals the distribution of respondents with respect to use 
contraceptive. Out of four hundred rural women, majority (45%) of respondents were using 
condom, 22.5% of respondents were using tubectomy, 15% of respondents were using lUD 
and only 17.5% of respondents were not using any contraceptives. 
Table 4.21 Frequency distribution and percentage of respondents in respect to use of 
contraceptive 
Parameter Category 
Rural Women 
Number Percentage 
Use of contraceptives 
lUD 
fubectomy 
Condom 
Not using 
Total 
60 
90 
180 
70 
400 
15 
22.5 
45 
17.5 
100.0 
87 
180 
lUD Tubertomy Condom Not using 
BNumba 
•Peicntitge 
Figure 4.4: Graphical presentation of respondents in respect to use of contraceptive. 
Table 4.22 Frequency distribution and percentage of respondents in respect to their 
literacy profile and use of contraceptives among rural women. 
Measures Literacy profile 
Illiterate Primary J.H School Graduate r t I 
(No %) (No %) (No %) (No %) 
(No %) 
Use of contraceptives 
lUD 8 2 19 4.75 20 5 13 3.25 60 15 
Tubectomy 
Condom 
Not using 
8 2 
20 5 
11 2.75 50 12.5 21 5.25 90 22.5 
70 17.5 28 7 17 4.25 50 12.75 180 45 
80 20 140 35 28 7 70 17.5 
Table given above illustrates the frequency distribution between literacy profile and use 
of contraceptives among rural women. Fifteen percent of respondents were using lUD, 
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out of which majority (5%) of respondents were literate upto junior high school, 4.75% of 
respondents were literate upto primary level, 3.25% of respondents were literate upto 
graduation level and only 2% of respondents were illiterate. Respondents who uses 
tubectomy as a contraceptives were only 22.5%, out of which majority (12.5%) of 
respondents were literate upto junior high school level, 5.25%) of respondents were 
literate upto graduation level, 2.75% of respondents were literate upto primary level and 
only 2% of respondents were illiterate. Condom was in practice by 45%) of respondents, 
out of which majority (17.5%o) of respondents were illiterate, followed by 12.75% of 
respondents were literate upto graduation level, 7% of respondents were literate upto 
primary level and only 4.25%) of respondents were literate upto junior high school level. 
Assisting table shows that only 17.5% of respondents were not using any contraceptives 
methods. 
Table 4.23 Correlation coefficient between literacy profile of rural women and use of 
contraceptive. 
Measures 
Use of contraceptives 
Literacy profile 
.005** 
P 
.321 
Results of Spearman correlation indicates that there was a significant and positive 
association between literacy profile of rural women and use of contraceptives {rs= .005, p 
< 0.01). 
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Reason for not using of contraceptive 
Table given below illustrates the distribution of respondents with respect to the reason for 
not using contraceptive. Out of seventy rural women who were not using any 
contraceptives, majority (11.25%) of respondents were not aware, 3.75% of respondents 
were not using contraceptives due to partner opposition and only 2.5% of respondents 
were not using any contraceptives due to side effect. 
Table 4.24 Frequency distribution and percentage of respondents in respect to reason for 
not using contraceptive. 
Parameter Category 
Rural Women 
Number Percentage 
Reason for not Partner opposition 
using contraceptives Not aware 
Side effect 
Total 
15 
45 
10 
70 
3.75 
11.25 
2.5 
17.5 
90 
10 
• Number 
IPercutaae 
P.Tiluw Not awnre Side effect 
opposition 
Figure 4.5: Graphical presentation of respondents in respect to reason for not using 
contraceptive. 
Table 4.25 Frequency distribution and percentage of respondents in respect to their 
literacy profile and reason for not using contraceptives. 
Measures Literacy profile 
Illiterate Primary J.H School Graduate ^ . 
(No %) (No %) (No %) (No %) 
(No %) 
Reason for not using 
contraceptives 
Partner opposition 4 3 0.75 2 0.5 6 1.5 15 3.75 
Not aware 
Side effect 
15 3.75 7 1.75 13 3.25 10 2.5 45 11.25 
3 0.75 1 0.25 2 0.5 10 2.5 
The table above illustrates the frequency distribution and percentage of respondents in 
respect to their literacy profile and reason for not using contraceptives. Out of 17.5% 
respondents who were not using any contraceptives; 3.75% of respondents were due to 
their partner opposition, out of which majority (1.5%) of respondents were literate upto 
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graduation level, 1% of respondents were illiterate, 0.75% of respondents were literate 
upto primary level and only 0.5% of respondents were literate upto junior high school 
level. Assisting table shows that 11.25% of respondents were not aware about 
contraceptives methods, out of which majority (3.75%) of respondents were illiterate, 
followed by 3.25%) of respondents were literate upto junior high school level, 2.5%» of 
respondents were literate upto graduation level and only 1.75% of respondents were 
literate upto primary level. Sustaining table shows that due to side effect of 
contraceptives 2.5%) of respondents were not using any method; out of which majority 
(1%)) of respondents were illiterate, .75%) of respondents were literate upto primary level, 
0.5%) of respondents were graduate and only 0.25%) of respondents were literate upto 
junior high school level. 
Table 4.26 Correlation coefficient between literacy profile of rural women and reason for 
not using contraceptive. 
Measures Literacy profile 
Reason for not using .023 .001 
contraceptives 
Results of Spearman correlation indicates that there was an insignificant association 
between literacy profile of rural women and reason for not using any contraceptives (r^  = 
.023,/? > 0.01). 
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B, Awareness regarding HIV/AIDS 
Table given below reveals the distribution of respondents in respect to awareness 
regarding HIV/AIDS, Out of four hundred rural women, majority (88.5%) of respondents 
were not aware about AIDS/HIV and only 11.5% of respondents were aware about 
AIDS/HIV. 
Table 4.27 Frequency distribution and percentage of respondents in respect to awareness 
regarding HIV AIDS. 
Parameter Category 
Rural Women 
Number Percentage 
Awareness regarding Aware 
fflV/AIDS Not aware 
46 
354 
11.5 
88.5 
Aware Not aware 
I Number 
IPercntage 
Figure 4.6: Graphical presentation of respondents in respect to awareness 
regarding HIV/AIDS. 
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Table 4.28 Frequency distribution and percentage of respondents in respect to their 
literacy profile and awareness regarding HIV/AIDS in rural women. 
Measures Literacy profile 
Illiterate Primary J.H School Graduate ^ , 
(No %) (No %) (No %) (No %) 
(No %) 
Awareness regarding 
HIV/AIDS 
Aware 
Not aware 
10 2.5 13 3.25 19 4.75 46 11.5 
197 49.25 80 20 47 11.75 30 7.5 354 88.5 
Table given above demonstrates out of four hundred respondents 11.5% of them were 
aware about HIV/AIDS, out of which majority (4.75%) of respondents were literate upto 
graduation level, 3.25% of respondents were literate upto junior high school level, 2.5% 
of respondents were literate upto primary level and onlyl% of respondents were illiterate. 
Assisting table shows that 88.5% of respondents were not aware about HIV/AIDS; out of 
which majority (49.25%) of respondents were illiterate, 20% of respondents were literate 
upto primary level, followed by 11.75% of respondents were literate upto junior high 
school level and only 7.5% of respondents were graduate. 
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Table 4.29 Correlation coefficient between literacy profile of rural women and their 
awareness regarding HIV/AIDS. 
Measures Literacy profile 
Aware about HIV/AIDS .223 * * .981 
Correlation coefficient indicates that there was a significant and positive association 
between literacy profile and awareness regarding HIV/AIDS (/-j=.223,p< 0.01). 
C. ANC and Place of delivery 
ANC 
Table given below reveals the distribution of respondents in respect to utilization of full 
ANC Package (>3 ANC visits, TT2 /Booster & IFA tablet intake for 3 or more months). 
Out of four hundred rural women 44% of respondents were receive full ANC Package 
and 56% of respondents were not receive full ANC Package. 
Table 4.30 Frequency distribution and percentage of respondents in respect to 
utilization of full ANC Package. 
Rural Women 
Parameter Category Number Percentage 
Full ANC Package Received 
(>3 ANC visits, TT2 /Booster & IFA 
tablet intake for 3 or more months) Not received 
176 
224 
44 
56 
95 
I Number 
I Percntage 
Full ANC Full ANC not 
received receive ' 
Figi4re 4.7: Graphical presentation of respondents in respect to utilization of full ANC 
Package. 
Table 4.51 Frequency distribution and percentage of respondents in respect to their 
literacy profile and utilization of full ANC Package. 
Measures Literacy profile 
Illiterate Primary J.H School Graduate ^ . 
(No %) (No %) (No %) (No %) 
(No %) 
Utilization of full ANC 
Package 
Received 10 2.5 70 17.5 56 14 40 10 176 44 
Not Receive 191 47.75 20 5 4 1 9 2.25 224 56 
The table above depicts the out of four hundred rural women 44% of respondents ' , 
received full ANC package (>3 ANC visits, TT2 /Booster & IFA tablet intake for 3 or 
more months), out of which majority (17.5%) of respondents were literate upto primary 
level, 14% of respondents were literate upto junior high school level, 10% of respondents 
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were literate upto graduation level and only 2.5% of respondents were illiterate. 
Following table shows that 56% of respondents did not receive full ANC package, out of 
which majority of respondents (47.75%) were illiterate, 5% of respondents were literate 
upto primary level, pursued by 2.25% of respondents were literate upto graduation level 
and only 1% of respondents were literate upto junior high school level. 
Table 4.32 Correlation coefficient between literacy profile of rural women and their 
utilization of full ANC package. 
Measures Literacy profile 
Utilization of full ANC Package -.230 
P 
.921 
Resuhs of Spearman correlation between literacy profile and utilization of full ANC 
package among rural women indicates that there is a significant and negative correlation 
(r,= -.230,/7<0.01). 
Place of delivery 
Table (4.33) reveals the distribution of respondents in respect to their place of delivery. 
Out of four hundred rural women 43.75% of respondent's were delivered in their home, 
25% of respondent's were delivered in government hospital and remaining 31.25% of 
respondent's were delivered in private hospital. 
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Table 4.33 Frequency 
place of delivery. 
Parameter 
Place of delivery 
distribution and percentage 
Category 
Home 
Government hospital 
Private hospital 
of respondents in respect to their 
Rural Women 
Number 
175 
100 
125 
Percentage 
43.75 
25 
31.25 
180 1 -ITS^ 
Home Go\lHo^ital Private Hospital 
I Number 
• Percnlag 
Figure 4.8: Graphical presentation of respondents in respect to their place of delivery. 
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Table 4.24 frequency distribution and percentage of respondents according to their 
literacy profile and place of delivery. 
Measures Literacy profile 
Illiterate Primary J.H School Graduate T * i 
(No %) (No %) (No %) (No %) 
(No %) 
/*/ace of delivery 
Home 102 25.5 43 10.75 20 5 10 2.5 175 43.75 
Government hospital 50 12.5 20 5 10 2.5 20 5 100 25 
Private hospital 49 12.25 27 6.75 30 7.5 19 4.75 125 31.25 
Table (4.34) depicts that out of four hundred rural women 43.75% of respondents 
delivered in their home, out of which majority (25.5%) of respondents were illiterate, 
10.75% of respondents were literate upto primary level, 5% of respondents were literate 
upto junior high school level and only 2.5% of respondents were literate upto graduation 
level. Subsequent table shows that 25% of respondents delivered in government hospital, 
out of which majority (12.5%) of respondents were illiterate, 5% of respondents were 
literate upto primary level ,pursued by 5% of respondents were literate upto graduation 
level and only 2.5% of respondents were literate upto junior high school level. 
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Table 4.35 Correlation coefficient between literacy profiles of rural women according to 
their place of delivery. 
Measures 
Place of delivery 
Literacy profile 
.227** 
P 
.761 
Results of Spearman correlation between literacy profile and place of delivery among 
rural women indicates that there is a significant and positive correlation between them (r^  
= .227,/)< 0.01). 
D. Awareness allied with role of faith healers and herbalists 
Table 4.36 reveals the distribution of respondents in respect to Awareness allied with role 
of faith healers and herbalists. Out of four hundred rural women 31.25% of respondents 
were aware with role of faith healers and herbalists and 68.75% of respondents were not 
aware with role of faith healers and herbalists. 
Table 4.36 Frequency distribution and percentage of respondents in respect to 
Awareness allied with role of faith healers and herbalist. 
Rural Women 
Parameter Category Number Percentage 
Awareness regarding 
faith healer and herbalist 
Aware 125 31.25 
Not aware 275 68.75 
Total 400 100 
100 
300 -j 
250 H 
200 A 
150 -1 
"I 
1 
1, 
Aware 
275 
• • • |L 11 
Not aware 
• Number 
D Percntage 
Figure 4.9: Graphical presentation of respondents in respect to unawareness allied 
with role of faith healers and herbalist. 
Table 4.37 Frequency distribution and percentage of respondents in respect to their 
literacy profile and awareness allied with role of faith healers and herbalist. 
Measures Literacy profile 
Illiterate Primary J.H School Graduate T * l 
(No %) (No %) (No %) (No %) 
(No %) 
Awareness regarding 
faith healers and herbalist 
Aware 26 6.5 30 7.5 30 7.5 39 9.75 125 31.25 
Not aware 175 43.75 60 15 30 7.5 10 2.5 275 68.75 
Above table exposes that out of four hundred rural women 31.25% were aware with the 
role of faith healers and herbalist, out of which majority (9.75%) of respondents were 
literate upto graduation, 7.5% of respondents were literate upto junior high school, 7.5% 
of respondents were literate upto primary and only 6.5% of respondents were illiterate. 
Assisting table shows that 68.75% of respondents were not aware about with role of faith 
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healers and herbalist, out of which majority (43.75%) of respondents were illiterate, 15% 
of respondents were literate upto primary level ,followed by 7.5% of respondents were 
literate upto junior high school and only 2.5% of respondents were literate upto 
graduation. 
Table 4.38 Correlation coefficient between literacy profiles of rural women according to 
their awareness towards faith healer and herbalist. 
Measures Literacy profile 
Awareness toward faith healers .227** .761 
Results of Spearman correlation between literacy profile and awareness allied with role 
of faith healers and herbalist in rural women indicates that there was a significant and 
positive association between literacy profile and awareness allied with role of faith 
healers and herbalist {rs= .221,p < 0.01). 
In the present study, tables 4.23, 4.29, 4.35, 4.38 show the association between literacy 
profile and health status of rural women. The third null hypothesis i.e. there is no 
significant relationship between literacy profile and health status of rural women was 
partially rejected at 0.01 level of significance for the association of literacy to use of 
contraceptives, awareness about HIV/AIDS, place of delivery and awareness towards 
faith healers 
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4.4.3 Relationship between literacy profile and nutritional status 
In the present section, findings related to relationship between literacy and nutritional 
status of rural women has been given in following heads; 
A. Assessment of nutritional anthropometry 
B. Assessment of Dietary intake 
C. Biochemical examination 
D. Clinical nutritional deficiency. 
A. Assessment of nutritional anthropometry- Nutritional anthropometry can be 
assessed through WHO (2004) BMI guidelines. 
Body Mass Index (BMI) 
Table (4.39) illustrates the distribution of respondents in respect to their BMI. Out of four 
hundred rural women majority (56.5%) of respondents were underweight (BMI < 18.5), 
25% of respondents had normal (BMI 18.5- 24.9), 12.25% of respondents had BMI (>30) 
25-29.9 and only 6.25% of respondents were obese (BMI >30). 
Table 4.39 Frequency distribution and percentage of respondents in respect to their BMI. 
Parameter Category 
BMI Underweight <18.5 
Normal 18.5-24.9 
Overweight 25-29.9 
Obese >30 
Rural Women 
Number 
226 
100 
49 
25 
Percentage 
56.5 
25 
12.25 
6.25 
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250 -
200 -
150 -
100 -
50 -
0 -
(' ' 226 
1 100 
Y 1 • — 1 
<18-5 185-249 
49 
25-299 
25 
>30 
• Niuiiba 
• Pacntage 
Figure 4.10: Graphical presentation of respondents in re:^ect to their BMI, 
Table 4.40 frequency distribution and percentage of rural women in respect to their 
literacy profile and BMI. 
Measures 
BMI 
Literacy profile 
Illiterate Primary J.H School Graduate rj. . 
(No %) (No %) (No %) (No %) 
(No %) 
Underweight 
(<18.5) 
Normal 
(18.5-24.9) 
175 43.75 20 5 21 5.25 10 2.5 226 56.5 
19 4.75 46 11.5 16 4 19 4.75 100 25 
Overweight 4 1 20 5 15 3.75 10 2.5 49 12.25 
(25-29.9) 
Obese 
(>30) 
3 0.75 4 1 8 2 10 2.5 25 6.25 
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Above table represents the correlation between literacy profile and BMI of rural women. 
Out of four hundred rural women 56.5% of respondents were underweight BMK18.5, out 
of which majority (43.75%) of respondents were illiterate, 5.25% of respondents were 
literate upto junior high school, 5% of respondents were literate upto primary and only 
2.5% of respondents were graduate. Further table shows that 25% of respondents were of 
normal BMI 18.5-24.9, out of which majority (5%) of respondents were literate upto 
primary, 4.75% of respondents were literate upto graduation, followed by 4.75% of 
respondents were illiterate and only 4% of respondents were literate upto junior high 
school. Assisting table shows that 12.25% of respondents were over weight having BMI 
in between 25-29.9, out of which majority (5%) of respondents were literate upto 
primary, 3.75% of respondents were literate upto junior high school, followed by 2.5% of 
respondents were literate upto graduate and only 1% of respondents were illiterate. 
Table 4.41. Correlation coefficient between literacy profiles of rural women according to 
their BMI 
Measures Literacy profile 
BMI .117** .811 
Result of Spearman correlation between literacy profile and BMI of rural women 
indicates that there is a significant and positive correlation BMI {rs= .\ll,p < 0.01). 
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B. Assessment of Dietary intake 
Physiological status of rural women 
Table 4.42 illustrates the distribution of respondents according to their physiological 
status. Out of four hundred rural women majority (37.5%) of respondents were non -
pregnant non- iactating (NPNL), 32.5% of respondents were pregnant and only 30% of 
respondents were Iactating. 
Table 4.42 Frequency distribution and percentage of rural women according to their 
physiological status. 
Category Number Percentage 
Rural women (physiological status) 
NPNL 
Pregnant 
Lactating 
Total 
150 
130 
120 
400 
37.5 
32.5 
30 
100 
^ ^ 
NPNL PicgiiaiU Lactatiiig 
^ 
• Number 
I Perciitaae 
Figure 4.11: Graphical presentation of respondents according to their 
physiological status. 
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Food Intake 
Table 4.43 illustrates the distribution of respondents according to their food intake. Out 
of 37.5% of NPNL respondents, the average consumption of cereals was 314g/d, pulses 
27g/d, Green leafy vegetables 20 g/d, other vegetables 50 g/d, roots and tubers 60 g/d, 
fruits 10 g/d, milk and milk products 30 g/d and fats and oils 7 g/d. Out of 32.5% of 
pregnant respondents, the average consumption of cereals was 362g/d, pulses 30 g/d, 
Green leafy vegetables 17 g/d, other vegetables 50 g/d, roots and tubers 50 g/d, fruits 10 
g/d, milk and milk products 35 g/d and fats and oils 9 g/d. Assisting table shows that out 
of 30% of lactating respondents, the average consumption of cereals was 400 g/d, pulses 
30 g/d, Green leafy vegetables 24 g/d, other vegetables 56 g/d, roots and tubers 64 g/d, 
fruits 14 g/d, milk and milk products 40 g/d and fats and oils 14g/d. 
Table 4.43 Average consumption of food stuffs (g/day) among rural women. 
Measures Rural women (physiological status) 
NPNL Pregnant Lactating 
Food Groups 
Cereals 
Pulses 
314 
27 
362 
30 
400 
30 
GLV 
Other vegetables 
Roots and tubers 
Fruits 
Milk and milk product 
Fats and oils 
20 
50 
60 
10 
30 
7 
17 
50 
50 
10 
35 
9 
24 
56 
64 
14 
40 
sl4 
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300 -
250 -
200 
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Sroots and tubers 
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NPNL Pregnant Lactating 
Figure 4.12: Graphical presentation of respondents according to Average consumption 
of food stuffs (g/day). 
Table 4.44 Frequency distribution and percentage of women in respect to their literacy 
profde and average consumption of nutrient (per day) among NPNL rural women. 
Nutrient (per day) 
Energy (Kcal) 
Protein (g) 
Calcium (mg) 
Iron (mg) 
Thiamin (mg) 
Vitamin A (|jg) 
Vitamin C (mg) 
Illiterate 
1725 
43 
310 
9 
0.7 
109 
23 
NPNL 
Primary 
1805 
40 
320 
8.9 
0.9 
118 
25 
women 
J.H School 
1805 
45 
342 
9.8 
0.9 
118 
24 
Graduate 
1875 
45 
392 
9.8 
1.0 
218 
28 
108 
Table 4.44 represents that out of 37.5% Non Pregnant Non Lactating (NPNL) women the 
average energy intake, for ilHterate respondents was 1725 (Kcal/d), for respondents 
literate upto primary level was 1805(Kcal/d), respondents literate upto junior high school 
was 1805(Kcal/d) and respondents literate upto graduation was 1875 (Kcal/d). Further 
table shows that the average consumption of protein, for illiterate respondents was 
43(g/d), for respondents literate upto primary level was 40 (g/d), respondents literate upto 
junior high school was 45(g/d) and respondents literate upto graduation was 45 (g/d). 
Regarding the average consumption of calcium, for illiterate respondents average calcium 
intake was 310 (mg/d), for respondents literate upto primary level was 320(mg/d), 
respondents literate upto junior high school was 342(mg/d) and respondents literate upto 
graduation was 392 (mg/d). Further table shows that average iron consumption, for 
illiterate respondents average iron intake was 9 (mg/d), for respondents literate upto 
primary level was 8.9 (mg/d), respondents literate upto junior high school was 9.8 (mg/d) 
and respondents literate upto graduation was 9.8 (mg/d). Assisting table shows that the 
average consumption of thiamine, for illiterate respondents average thiamine intake was 
0.7 (mg/d), for respondents literate upto primary level was 0.9 (mg/d), respondents 
literate upto junior high school was 0.9 (mg/d) and respondents literate upto graduation 
was 1.0 (mg/d). Regarding the average consumption of Vitamin A, for illiterate 
respondents average Vit A intake was 109 (|igm/d), for respondents literate upto primary 
level average Vit A intake was 118(|igni/d), respondents literate upto junior high school 
was 118(|agm/d) and respondents literate upto graduation was 218 (\igm/d). Further table 
shows the average consumption of Vit C, for illiterate respondents average Vit C intake 
was 23 (mg/d), for respondents literate upto primary level average Vit C intake was 25 
109 
(mg/d), respondents literate upto junior high school was 24 (mg/d) and respondents 
literate upto graduation was 28 (mg/d). 
Table 4.45 Correlation coefficient between literacy profiles of rural women (NPNL) 
according to their average nutrient consumption. 
Measures Literacy profile 
average consumption of nutrient .117** .761 
Result of Spearman correlation between literacy and average consumption of nutrient 
(per day) among NPNL rural women indicates that there was a significant and positive 
correlation between literacy profile and average consumption of nutrients among NPNL 
rural women (r^= .117,/? < 0.01). 
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Table 4.46 Frequency distribution and percentage of respondents in respect to their 
literacy profile and average consumption of nutrient (per day) among pregnant rural 
women. 
Nutrient (per day) 
Energy (Kcal) 
Protein (g) 
Calcium (mg) 
Iron (mg) 
Thiamin (mg) 
Vitamin A ((ig) 
Vitamin C (mg) 
Illiterate 
1825 
43 
410 
19 
0.7 
109 
33 
Literacy profile 
Primary 
1895 
40 
423 
18.9 
0.9 
118 
35 
J.H School 
1895 
45 
442 
19.8 
0.9 
218 
34 
Graduate 
2075 
45 
492 
19.8 
1.0 
318 
38 
Table 4.46 shows that out of 32.5% pregnant women regarding the average energy 
intake, for illiterate respondents average energy intake was 1825 (Kcal/d), for 
respondents literate upto primary level was 1895(Kcal/d), respondents literate upto junior 
high school was 1895(Kcal/d) and respondents literate upto graduation was 2075 
(Kcal/d). Further table shows that regarding the average consumption of protein, for 
illiterate respondents average protein intake was 43(g/d), for respondents literate upto 
primary level average protein intake was 40 (g/d), respondents literate upto junior high 
school was 45(g/d) and respondents literate upto graduation was 45 (g/d). Regarding the 
average consumption of calcium, for illiterate respondents average calcium intake was 
111 
410 (mg/d), for respondents literate upto primary level was 423(mg/d), respondents 
literate upto junior high school average calcium intake was 442(mg/d) and respondents 
literate upto graduation was 492 (mg/d). Further table shows that average iron 
consumption, for illiterate respondents average iron intake was 19 (mg/d), for 
respondents literate upto primary level was 18.9 (mg/d), respondents literate upto junior 
high school was 19.8 (mg/d) and respondents literate upto graduation was 29.8 (mg/d). 
Assisting table shows that the average consumption of thiamine, for illiterate respondents 
average thiamine intake was 0.7 (mg/d), for respondents literate upto primary level was 
0.9 (mg/d), respondents literate upto junior high school was 0.9 (mg/d) and respondents 
literate upto graduation was 1.0 (mg/d). Regarding the average consumption of Vitamin 
A, for illiterate respondents average Vit A intake was 109 (^gm/d), for respondents 
literate upto primary level was 118(|agm/d), respondents literate upto junior high school 
was 218(|igm/d) and respondents literate upto graduation average Vit A intake was 318 
(^gm/d). Further table shows the average consumption of Vit C, for illiterate respondents 
average Vit C intake was 33 (mg/d), for respondents literate upto primary level was 35 
(mg/d), respondents literate upto junior high school was 34 (mg/d) and respondents 
literate upto graduation was 38 (mg/d). 
112 
Table 4.47 Correlation coefficient between literacy profiles and average nutrient 
consumption among rural women (pregnant. 
Measures Literacy profile 
averaee consumotion of nutrient .123 * * .761 
Result of Spearman correlation between literacy profile and average consumption of 
nutrients (per day) among pregnant rural women indicates that there was a significant and 
positive correlation {rs= .123,/? < 0.01). 
Table 4.48 fi-equency distribution and percentage of rural women (lactating) according 
to literacy profile and average consumption of nutrient (per day). 
Nutrient (per day) 
Energy (Kcal) 
Protein (g) 
Calcium (mg) 
Iron (mg) 
Thiamin (mg) 
Vitamin A (|ig) 
Vitamin C (mg) 
Illiterate 
1825 
43 
420 
19 
0.7 
129 
33 
Literacy profile 
Primary 
1895 
40 
423 
18.9 
0.9 
148 
35 
J.H School 
1895 
45 
442 
19.8 
0.9 
214 
34 
Graduate 
2075 
45 
513 
29.8 
1.0 
318 
38 
113 
Table given above illustrates that out of 30% lactating rural women regarding the average 
energy intake, for illiterate respondents average energy intake was 1825 (Kcal/d), for 
respondents literate upto primary level was 1895(Kcal/d), respondents literate upto junior 
high school was 1895(Kcal/d) and respondents literate upto graduation was 2075 
(Kcal/d). Further table shows that regarding the average consumption of protein, for 
illiterate respondents average protein intake was 43(g/d), for respondents literate upto 
primary level was 40 (g/d), respondents literate upto junior high school was 45(g/d) and 
respondents literate upto graduation was 45 (g/d). Regarding the average consumption of 
calcium, for illiterate respondents average calcium intake was 420 (mg/d), for 
respondents literate upto primary level was 423(mg/d), respondents literate upto junior 
high school was 442(mg/d) and respondents literate upto graduation was 513 (mg/d). 
Further table shows that average iron consumption, for illiterate respondents average iron 
intake was 19 (mg/d), for respondents literate upto primary level was 18.9 (mg/d), 
respondents literate upto junior high school was 19.8 (mg/d) and respondents literate upto 
graduation was 29.8 (mg/d). An auxiliary table shows that the average consumption of 
thiamine, for illiterate respondents average thiamine intake was 0.7 (mg/d), for 
respondents literate upto primary level was 0.9 (mg/d), respondents literate upto junior 
high school was 0.9 (mg/d) and respondents literate upto graduation was 1.0 (mg/d). 
Regarding the average consumption of Vitamin A, for illiterate respondents average Vit 
A intake was 129 (|a.gm/d), for respondents literate upto primary level was 148(^gm/d), 
respondents literate upto junior high school was 214(|j,gm/d) and respondents literate upto 
graduation was 318 (^gm/d). Further table shows the average consumption of Vit C, for 
illiterate respondents average Vit C intake was 33 (mg/d), for respondents literate upto 
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primary level was 35 (mg/d), respondents literate upto junior high school was 34 (mg/d) 
and respondents literate upto graduation was 38 (mg/d). 
Table 4.49 Correlation coefficient of rural women (lactating) according to their literacy 
profiles and average nutrient consumption. 
Measures Literacy profile 
Average nutrient consumption . 135** .651 
Correlation coefficient between literacy and nutrient intake (per day) among lactating 
rural women indicates that there was a significant and positive correlation (rj= .135,/? < 
O.OI). 
C. Biochemical examination: Through biochemical examination haemoglobin 
estimation was done by Sahli's method. 
Hemoglobin level 
Table given below illustrates the distribution of respondents in respect to their 
haemoglobin level. Out of four hundred rural women 37.5% of respondents were NPNL 
women out of which, majority (18.75%) of respondents haemoglobin level was in Severe 
level (<7.0 g/dl), 5% of respondents were of Moderate level (7.0-8.9 g/dl), 5% of 
respondents were of Mild level (9.0-10.9 g/dl) and only 8.75% of respondents were of 
Normal - (>11.0 g/dl) haemoglobin level. Further table shows that out of four hundred 
women 32.5% of respondents were pregnant women out of which, majority (11.25%) of 
respondents were of haemoglobin level Severe - (<7.0 g/dl), 10% of respondents were of 
Moderate- (7.0-8.9 g/dl), 5% of respondents were of Mild - 9.0-10.9 g/dl and only 6.25% 
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of respondents were of Normal (>11.0 g/dl) haemoglobin level. Further table shows that 
out of four hundred women 30% of respondents were lactating women out of which, 
majority (10%) of respondents were of haemoglobin level Mild - (9.0-10.9 g/dl), 8.75% 
of respondents were of severe-(<7.0g/dl), 6.25% of respondents were moderate and only 
5% of respondents were having normal(>l l.Og/dl) haemoglobin level. 
Table 4.50 Frequency distribution and percentage of respondents in respect to their 
haemoglobin level 
Measures 
Haemoglobin level 
Severe - <7.0 g/dl 
Moderate- 7.0-8.9 g/dl 
Mild-9.0-10.9 g/dl 
Normal->11.0 g/dl 
Rural women 
NPNL 
(Nc 
75 
20 
20 
35 
%) 
18.75 
5 
5 
8.75 
(physiological status) 
Pregnant 
(No 
45 
40 
20 
25 
%) 
11.25 
10 
5 
6.25 
Lactating 
(No 
35 
25 
40 
20 
%) 
8.75 
6.25 
10 
5 
80 
70 
60 
50 
40 
30 
20 
10 
0 L ^ 
Se\'ere - <7.0 g/dl Mod-7.0-8.9 g/dl Mild - 9.0-10.9 g/dl Normal - >1].0 g/dl 
Figure -4.13: Graphical presentation of respondents in respect to their haemoglobin level. 
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Table 4.51 frequency distribution and percentage of respondents in respect to their 
literacy profile and haemoglobin level. 
Measures Literacy profile 
Illiterate Primary J.H School Graduate ^ . 
(No %) (No %) (No %) (No %) 
(No %) 
Haemoglobin level 
Severe 
(<7.0g/dl) 
Moderate 
(7.0-8.9 g/dl) 
Mild 
(9.0-10.9 g/dl) 
Normal 
(>11.0g/dl) 
85 21.25 35 8.75 20 5 15 3.75 155 38.75 
35 8.75 15 3.75 25 6.25 10 2.5 85 21.25 
51 12.75 20 5 5 1,25 4 1 80 20 
30 7.5 20 5 10 2.5 20 5 80 20 
Table given above depicts that out of four hundred rural women 38.75% of respondents 
haemoglobin level were severe (<7.0 g/dl), out of which majority (21.25%) of 
respondents were illiterate, 8.75% of respondents were literate upto primary, 5% of 
respondents were literate upto junior high school and only 3.75% of respondents were 
literate upto graduate. Further table shows that 21.25% of respondents haemoglobin level 
were moderate (7.0-8.9g/dl), out of which majority (8.75%) of respondents were 
illiterate, 6.25% of respondents were literate upto junior high school, followed by 3.75% 
of respondents were literate upto primary and only 2.5% of respondents were literate upto 
graduation. Assisting table shows that 20 % of respondents haemoglobin were mild (9.0-
10.9 g/dl), out of which majority (12.75%) of respondents were illiterate, 5% of 
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respondents were literate upto primary, followed by 1.25% of respondents were literate 
upto junior high school and only 1% of respondents were literate upto graduation. An 
auxiliary table shows that 20% of respondents haemoglobin were normal (>11 g/dl), out 
of which majority (7.5%) of respondents were illiterate, 2.5% of respondents were literate 
upto junior high school, 5% of respondents were literate upto primary and graduation 
respectively. 
Table 4.52 Correlation coefficient between literacy profiles and hemoglobin level among 
rural women. 
Measures 
Haemoglobin level 
Literacy profile 
Ts P 
.109** .981 
Result of Spearman correlation between literacy and haemoglobin level of rural women 
indicates that there was a significant correlation (r^^ .109,/7< 0.01). 
4.7.4 Clinical Nutritional deficiency 
Table given below illustrates the distribution of respondents according to their nutritional 
deficiency sign. Out of four hundred rural women 52.5% of respondents have Bitot's spot 
a sign of vitamin A deficiency, 54.75% of respondents have angular stomatitis a sign of B 
complex vitamin deficiency, 71.25% of respondents have dental caries a sign of vitamin 
C and 55% of respondents paleness of nails sign of deficiency of iron. 
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Table 4.53 Frequency distribution and percentage of rural women according to clinical 
nutritional deficiency. 
Category Number Percentage 
Clinical nutritional deficiency 
Bitot's spots 
Angular stomatitis 
Dental caries 
Paleness of nails 
210 
219 
285 
220 
52.5 
54.75 
71.25 
55 
Bitot's spot .\iisiiali stomatitis Deiital Caries Paliiess of nails 
• Nimibw uPerciitase 
Figure 4.14: Graphical presentation of respondents according to clinical 
nutritional deficiency sign. 
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Table 4.54 frequency distribution and percentage of respondents in respect to their 
literacy profile and clinical nutritional deficiency among rural women. 
Measures Literacy profile 
Illiterate 
(No %) 
Primary J.H School Graduate 
(No %) (No %) (No %) Total 
(No %) 
Nutritional 
deficiency 
Bitot's spot 150 37.5 35 8.75 
Angular stomatitis 90 22.5 60 15 
Dental caries 
Paleness of nail 
130 32.5 75 18.75 
120 30 40 10 
20 5 5 1.25 210 52.5 
49 12.25 20 5 219 54.75 
45 11.25 35 8.75 285 71.25 
35 8.75 25 6.25 220 55 
Table given above represents that out of four hundred rural women regarding the clinical 
nutritional deficiency 52.5% of respondents were suffering from Bitot's spot, out of 
which majority (37.5%) of respondents were illiterate, 8.75% of respondents were literate 
upto primary, 5% of respondents were literate upto junior high school and only 1.25% of 
respondents were graduate. Further table shows that 54.75% of respondents were 
suffering from Angular stomatitis, out of which majority (22.5%)) of respondents were 
illiterate, 15% of respondents were literate upto primary, 12.25% of respondents were 
literate upto junior high school, while only 5% of respondents were graduate. Assisting 
tale shows that 71.25% of respondents having dental carries, out of which majority 
(32.5%) of respondents were illiterate, followed by 18.75% of respondents were literate 
upto primary, 11.25%) of respondents were literate upto junior high school and only 
8.75% of respondents were literate upto graduation. Fifty five percent of respondents 
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were suffering from paleness of nail, out of which majority (30%) of respondents were 
illiterate, 10% of respondents were literate upto primary, 8.75% of respondents was 
literate upto junior high school and 6.25% of respondents were literate upto graduation. 
Table 4.55 Correlation coefficient between literacy profiles and clinical nutritional 
deficiency among rural women. 
Measures Literacy profile 
.432** .861 
Clinical nutritional deficiency 
Result of Spearman correlation between literacy profile and clinical nutritional deficiency 
among rural women indicates that there was a significant correlation between literacy 
profile and clinical nutritional deficiency {rs= .432,p < 0.01). 
In the present study, tables 4.39-4.55 show the association between literacy profile and 
nutritional status. The fourth null hypothesis was rejected i.e., There is a significant 
relationship between literacy profile and nutritional status of rural women. 
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4.4.4 Relationship between literacy and decision making rural women. 
In the present section, findings related to association between literacy and decision 
making among rural women has been given in following heads; 
A. Decision making in household affairs. 
B. Decision making in personal affairs. 
A. Decision making in household affairs 
Table 4.55 illustrates the distribution of respondents according to decision making in 
household affairs. Out of four hundred rural women, decision regarding the purchase of 
household goods majority (50.25%) of decision were taken by husband, 23.5% were joint 
decision and 27.25% of decision were taken by respondent alone. Further table shows 
decision regarding cooked food, out of which majority (37.5%) of decision was taken by 
respondent alone, 32.5% were joint decision and only 30% of decisions were taken by 
husband alone. Decision regarding education of children majority 56.5% of decision was 
taken by respondent alone, 25% were joint decision and only 18.5% of decisions were 
taken by husband. While, decision regarding marriage of children majority (43.75%) of 
decision was taken by respondent alone, 25% were joint decision and 31.25% of 
decisions were taken by husband alone. 
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Table 4.55 Frequency distribution and percentage of rural women according to decision 
making in household affairs. 
Measures Decision making 
House hold decision 
making 
Purchase of household good 
Cooked food 
Education of children 
Marriage of children 
Respondent decision Joint decision 
(No %) (No %) 
109 
150 
226 
175 
27.25 
37.5 
56.5 
43.75 
90 
130 
100 
100 
23.5 
32.5 
25 
25 
Husband decision 
(No %) 
201 50.25 
120 30 
74 18.5 
125 31.25 
purchase of liousdiold 
SEOod 
cooked food education of ciiiidreu man lase of diildi en 
I Respondent decision BJouit decision M Husband decision 
Figure 4.15: Graphical presentation of respondents according to decision making in 
household affairs. 
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Table 4.56 Frequency distribution and percentage of respondents in respect to their 
literacy profile and decision making in household affairs. 
Measures Literacy profile 
Illiterate Primary J.H School Graduate j , 
(No %) (No %) (No %) (No %) 
(No %) 
Household decision 
making 
Purchase of 14 3.5 35 8.75 20 5 40 10 109 27.25 
household good 
Cooked food 60 15 21 5.25 49 12.25 20 5 150 37.5 
Education of children71 17.75 75 18.75 45 11.25 35 8.75 226 56.5 
Marriage of 75 18.75 40 10 35 8.75 25 6.25 175 43.75 
children 
Table given above represents that out of four hundred rural women decision regarding the 
purchase of household goods 27.25% respondents were involved in taking decision alone, 
out of which majority (10%) of respondents were graduate, 8.75% of respondents were 
literate upto primary, 5% of respondents were literate upto junior high school and 
only3.5% of respondents were illiterate. Further table shows that out of four hundred 
rural women decision regarding the cooked food 37.5% respondents were involved in 
taking decision alone, out of which majority (15%) of respondents were illiterate, 12.25% 
of respondents were literate upto junior high school, 5.25% of respondents were literate 
upto primary and only 5% of respondents were graduate. Assisting table shows that out 
of four hundred rural women decision regarding education of children 56.5% of 
respondents were involved in taking decision alone, out of which majority (18.75%) of 
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respondents were literate upto primary level, 17.75% of respondents were illiterate, 
11.25% of respondents were literate upto junior high school and 8.75% of respondents 
were literate upto graduation. Further table illustrates that out of four hundred rural 
women decision regarding the marriage of children 43.75% of respondents were 
involved in taking decision alone, out of which majority (18.75%) of respondents were 
illiterate, 10% of respondents were literate upto primary, 8.75% of respondents were 
literate upto junior high school and 6.25% of respondents were literate upto graduation. 
Table 4.57 Correlation coefficient between literacy profiles and respondent's decision 
making in household affairs 
Measures Literacy profile 
.322** .861 
respondent's decision 
(household affairs) 
Result of Spearman correlation between literacy profile and decision making in 
household affairs among rural women indicates that there was a significant correlation 
between literacy profile and decision in household affairs {rs= .322,p < 0.01). 
B. Decision making in personal affairs 
Table 4.58 exemplifies the distribution of respondents according to decision making in 
personal affairs. Out of four hundred rural women, decision regarding contraception 
majority (50.25%) of decision were taken by husband, 25% of decision were taken by 
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respondent alone and only 24.75% were joint decision. Further table shows the decision 
regarding place of delivery, out of which majority (42.5%) of decisions were taken by 
respondent alone, 32.5% were joint decision and only 25% of decisions were taken by 
husband alone. Decision regarding respondent health care majority (53%) of decisions 
were taken by respondent alone, 25% were joint decision and 22% of decisions were 
taken by husband. 
Table 4.58 Frequency distribution and percentage of rural women according to decision 
making in personal affairs. 
Measures Decision making 
Respondent decision Joint decision 
(No %) (No %) 
Husband decision 
(No %) 
Decision making in 
personal affairs 
Contraception 100 25 
Place of delivery 170 42.5 
Respondent health care 212 53 
99 24.75 
130 32.5 
201 50.25 
100 25 
100 
88 
25 
22 
126 
contiaceptioi) place of deihety respondent health cm'e 
iRespoadeiit decisiotiB Joint decision • Hush.nui decision 
Figure 4.16: Grcqyhical presentation of respondents according to decision making in 
personal affairs. 
Table 4.59 frequency distribution and percentage of respondents in respect to their 
literacy profile and decision making in personal affairs. 
Measures Literacy profile 
Illiterate Primary J.H School Graduate 
(No %) (No %) (No %) (No %) Total 
(No %) 
Decision making 
In personal affairs 
Contraception 14 3.5 20 5 26 6.5 40 10 100 25 
Place of delivery 60 15 21 5.25 49 12.25 40 10 170 42.5 
Respondent Health 35 8.75 52 13 80 20 45 11.25 212 53 
care 
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The table given above illustrates that out of four hundred rural women decision making in 
regarding contraception 25% of respondents were taking decision alone, out of which 
majority (10%) of respondents were graduate, 6.5% of respondents were literate upto 
junior high school, 5% of respondents were literate upto primary and only 3.5% of 
respondents were illiterate. Further table shows that out of four hundred rural women 
decision regarding place of delivery 42.5% respondents were taking decision alone, out 
of which majority (15%) of respondents were illiterate, 12.25% of respondents were 
literate upto junior high school, 5.25% of respondents were literate upto primary and 10% 
of respondents were graduate. Assisting table shows that out of four hundred rural 
women decision regarding respondent health care 53% of respondents were taking 
decision alone, out of which majority (20%) of respondents were literate upto junior high 
school, 13% of respondents were literate upto primary level, 11.25% of respondents were 
literate upto graduation and 8.75% of respondents were illiterate. 
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Table 4.60 Correlation coefficient between literacy profiles and respondent's decision 
making in their personal affairs 
Measures Literacy profile 
.762** .961 
respondent's decision 
(household affairs) 
Result of Spearman correlation between literacy profile and decision making in personal 
affairs among rural women indicates that there was a significant correlation between 
literacy profile and decision making in personal affairs (rj= .162, p < 0.01). 
In the present study, tables 4.57- 4.60 show the association between literacy profile and 
decision making among women. The fifth null hypothesis was rejected i.e., There is a 
significant relationship between literacy profile and decision making of rural women. 
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DISCUSSION 
The present chapter on discussion follows the results that were drawn in previous chapter 
from the data collected in the field. It was discussed in the following sections: 
5.1 Socio demographic profile of rural women. 
5.2 Literacy profile of rural women. 
5.3 Quality of life and socio demographic variables (age and occupation) of the rural 
women. 
5.4 Relationship between literacy to quality of life, health status, nutritional status and 
decision making of the rural women. 
5.1 Socio demographic profile of rural women 
Various socio demographic profiles of rural women obtained from the results of the field 
information are discussed in the light of reviewed studies, under the following heads-
5.1.1 Age 
5.1.2 Type of family 
5.1.3 Religion and caste 
5.1.4 Occupation 
5.1.5 Socio economic status 
5.1.1 Age 
Age is considered as an important variable that has its influence on women's knowledge 
and perception about their health status and quality of life. Study indicates that a vast 
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majority of women were in their reproductive age. As majority of respondents (62.7 %) 
were in the age group of 24 to 28 years, similar findings in the rural areas were reported 
by Joyce B (2011), that majority of women were in the age group of 18-40 years. While 
Kumaran K. P (1997), Murugan and Dhramalingam (2000) reported that more of the 
respondent's age lies between 21 and 60 years. On the basis of number of above 
mentioned supporting evidences, one can claim that age of a woman ranges between of 
18-40 years is an important determinant to study health status, nutritional status, and 
decision making among women. 
5.1.2. Type of family 
Present study depicts that most of the respondents (73%) belonged to nuclear family and 
remaining 27% belonged to joint family. A contradictory study by Rangi et al (2002) 
depicted that majority of respondents were living in the joint family. Rural women, in the 
study, were also giving preference to live in nuclear family to fulfil their needs properly. 
5.1.3. Religion and Caste 
Religious norms have a direct effect on women's attitude and behaviour. Study indicates that 
majority of respondents (73%) belonged to Hindu community and remaining respondents (27%) 
belonged to Muslim community. Study conducted by AI Olugbenga-Bello et al (2011) 
reported that majority of the women (58.7%) were Muslims. Contradictory study by 
Bhandari G.P et al (2006) indicated that majority of the population (97.3%) were Hindu 
by religion and almost all remaining women were Muslim. Further the present study 
portrays that the majority of respondents (41.5%) were belonged to General castes. Contradicted 
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studies were found by Dasgupta and Sengupta (1998) and Rangi et al (2002) indicated that the 
sufficient representation of respondents were from Scheduled caste families. 
5.1.4. Occupation 
Present study illustrates that majority of respondents (47.25%) were housewife and not 
involved in any kind of occupation, because of their family responsibilities and their 
husband disapproval. While Joyce B (2011) found that majority of women were self 
employed. Zaid Y.A (2010) study contradict with the present study that majority of rural 
women were traders. Hence in Indian rural society women depends completely upon her 
husband for her financial needs. 
5.1.5. Socio Economic Status (S.E.S) 
Income of the household is also one of the indicators of household status and 
affordability of resources. Present research emphasized that majority of respondents 
(32.25%) belonged to poor class, followed by 30% of respondents belonged to upper 
middle class, 17.25% of respondents were very poor, 15.25% of respondents were from 
lower middle class. Remaining 5.25% of respondents were from high class. Prasad 
(1998) study describes that in rural areas majority of the respondents had per capita 
income ranging from Rs.500 to Rs.lOOO per month. Similarly Murugan and 
Dharmalingam study also shows that all the respondents were below poverty line. Rangi 
et al (2002) sustained there finding as study indicated that majority of the respondents 
had net monthly income between Rs.2000 to Rs.6000. Whereas, Metgud C.S et al (2009) 
study demonstrates that 1.54% of respondents belonged to class I, 5.38% of respondents 
belonged to class II, 32.85% of respondents belonged to class III, 40.00% of respondents 
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belonged to class IV and 29.23% belonged of respondents belonged to class V. Above 
findings indicate lower socio-economic status of respondents which means the lower 
accessibility, affordability, acceptability and the actual utilization of various available 
resources among women. 
5.2 Literacy profile of rural women 
By confirming national scenario, present investigation highlights that as most of the 
respondents (50.25%) in study were illiterate. Kumaran K. P. (1997), Prasad C.H 
(1998), Puhazhendi and Jayaram (1999) support these findings as they found that 
majority of the respondents were illiterates. Rangi et al (2002) also reported that majority 
of the respondents was educated and remaining respondents were totally illiterate. Joyce 
B (2011) study also depicted that most of women educated. There is a wide disparity in 
the literacy rate in India according to census 2011. There were several reasons behind it 
like lack of income resources, school distance and cultural values of early marriages. 
Parents desire to wed their daughter over schooling. 
5.3. Quality of life and socio demographic variables (age and occupation) of the 
rural women 
For the purpose of the study housing and neighbourhood/ community services were 
studied as the parameter of quality of life in rural areas. 
Quality of life (housing) 
Housing, a basic necessity of life is one of the most important indicators for measuring 
people's quality of life. From the analysis, majority of the respondents do not have 
adequately and comfortable place to live in. Present research highlights that regarding 
^ 
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the type of houses majority (72.25%) of respondent's house were Katcha house, while 
remaining houses were Pacca house. Whereas study by Zaid Y.A (2010) revealed that 
majority of the respondents lived in room and parlour. As far as ownership of house was 
considered majority of respondent's husbands were the owner of house. Study by Zaid 
Y.A shows that majority of the respondents lived in a rented apartment. A woman 
depends completely upon her husband for her financial needs. 
So far as bathroom in the house were considered majority of respondent's house did not 
have bathroom. The finding is however at variance with Zaid Y.A (2010) who remarked 
that the majority of houses posses' bathroom/shower and remaining houses posse's 
bathroom/shower. Further the finding shows that the majority of respondent's house did 
not have toilet, while only 45.75% of respondent's houses have toilet. Zaid Y.A (2010) 
also reported in the finding of his study that most of the houses did not posses' sewage. 
Hence a rural house lacks the toilets and bathroom so the women went at village pond for 
bathing and washing the cloths. 
Quality of life (Neighborhood/Community services) 
The neighbourhood and the entire community where people live exert certain influence 
on them as well as determine the level of their quality of life. Present research 
emphasized that majority (52.75%) of respondent were those whose village did not have 
access to satisfactory road network. The finding is however conflicted to Zaid Y.A 
(2010) who reported that regarding the neighbourhood domain majority (54.0%) of the 
respondents reported that the communities in which they live have access to satisfactory 
road network. 
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Further the study reported that majority (61.75%) of respondent's village did not have 
network of telephone services. Zaid Y.A (2010) has reported that most of respondents 
claimed that the community has network of telephone services. 
The present research highlight the information on rural women regarding the access to 
health centres in village which depicts that majority (63%) of respondents did not have 
access to health centres in village. 
Association between Socio-demographic variables (age and occupation) with quality 
of life of the rural women. 
For the present study only two socio demographic variables (age and occupation) have 
been discussed in detailed in the light of reviewed studies due to time constrain. These 
are as foUows-
The correlation coefficient between socio demographic variables (Age) and Quality of 
Life (Housing) among women indicate that there was an insignificant relationship 
between age and type of house {p > 0.01), negative and insignificant relationship between 
age and ownership of the house (p > 0.01), age and bathroom present in the house {p > 
0.01) and age and toilet present in the house (p > 0.01). Similarly results of Spearman 
correlation between socio demographic variables (Age) and Quality of Life 
(Neighbourhood/Community services) in women indicates that there is an negative and 
insignificant relationship was found between age and access to satisfactory road network 
in the village (p > 0.01), age and access to health centres (p > 0.01). Positive and 
insignificant correlation between age and network of telephone service(s) in the village (p 
>0.01). 
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Further results of Spearman correlation between socio demographic variables 
(respondent's occupation) and Quality of Life (Housing) among women indicate that 
there was an insignificant relationship between respondent's occupation and type of 
house (p > 0.01), respondent's occupation and ownership of the house {p > 0.01), 
respondent's occupation and bathroom present in the house (p > 0.01) and respondent's 
occupation and toilet present in the house (p > 0.01). Correspondingly resuUs of 
Spearman correlation between socio demographic variables (respondent's occupation) 
and Quality of Life (Neighbourhood/Community services) among women indicate that 
there were an insignificant relationship between respondent's occupation and access to 
satisfactory road network in the village (p > 0.01), respondent's occupation and network 
of telephone service(s) in the village (p > 0.01) and respondent's occupation and access 
to health centres (p > 0.01). 
5.4. Relationship between literacy to quality of life, health status, nutritional 
status and decision making of the rural women. 
5.4.1 Literacy and quality of life of the rural women 
Present finding depicts that the literacy level and Quality of Life (Housing) among rural 
women was an significant and negative association between respondent's literacy level 
and type of house (p< 0.01), there was an insignificant relationship between respondent's 
literacy level and bathroom present in the house (p > 0.01) and respondent's literacy 
level and toilet facilities present in the house (p > 0.01). There was a significant and 
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positive association between respondent's literacy level and ownership of the-house {p < 
0.01). 
Further the study shows that regarding the literacy level and Quality of Life 
(Neighbourhood/Community services) among women indicate that there were an 
insignificant relationship between respondent's literacy level and access to satisfactory 
road network in the village (p > 0.01) and respondent's literacy level and network of 
telephone service(s) in the village {p < 0.01). There is a significant and positive 
correlation between respondent's literacy level and access to health centres {p < 0.01). 
The results were also comparable to Gill (1992) and Ramotra (2000) they concluded that 
literacy is related to other social and economic factors which affect quality of life in 
women. Mchombu CM (2000) also depicted that literacy equips a woman with power; 
the power to choose and to act in an informed maimer. Instead of drowning in the 
abundance of information that floods the universe, it is expected that women should 
know how to access, evaluate and utilize information effectively to solve a problem and 
improve their quality of life. Hence rural women had less accessibility towards the 
community services due to their self imposed restrictions and illiteracy. 
Harmony with above findings Egbo (2000) found that illiterate women felt their illiteracy 
had a negative impact on their self-esteem and quality of life. Likewise Farah (2002) 
assessed that through adult education and literacy programme there is an improvement in 
quality of life and self-esteem developed among women. Literate women use their 
knowledge and perception to increase the accessibility of resources within the home and 
outside the home which ultimately increases their quality of life. 
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5.4.2 Literacy and health status of the rural women 
Use of contraceptives 
Present research describes that majority (45%) of respondents were using condom, 22.5% 
of respondents were using tubectomy, 15% of respondents were using lUD and only 
17.5% of respondents were not using any contraceptives. While 17.5% of respondents 
were not using any contraceptives, out of which majority of respondents were not aware. 
The finding is however contradictory to Ahmed et al (2000) study which highlights that a 
majority of the women indicated high sex preferences and large family size. 
Further study revealed the correlation between literacy level and use of contraceptives in 
rural women indicates that there is a significant and positive association between literacy 
level and use of contraceptives (p < 0.01). The results were also similar to McFarlane et 
al (1994) study that female education had a greater impact on rate of contraceptive use 
rose dramatically with increasing education. Further study focused the literacy level and 
reason for not using contraceptives in rural women indicates that there was an 
insignificant association between literacy level and reason for not using any 
contraceptives (p > 0.01). Further, rural women of Jawan Block had incomplete 
awareness regarding contraception and significant numbers of women were not using 
contraceptives. Husband's disapproval was one of the main reasons for not using 
contraception. Study also observed that literacy profile of rural women increases the 
awareness regarding contraception. 
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Awareness to HIV/AIDS 
Present investigation highlights that majority of respondents were not aware about 
AIDS/HIV. Results of Spearman correlation between literacy level and awareness 
regarding HIV/AIDS in rural women indicates that there was a significant and positive 
association between literacy level and awareness regarding HIV/AIDS (p < 0.01). 
According with above findings K.S. Negi et al (2006) majority of women had heard of 
HIV/AIDS showing an increasing awareness with increase in their literacy status. 
Moreover, rural women of Jawan Block were unaware about AIDS/HIV. Only some of 
the literate women were aware about AIDS/HIV through mass media. 
Access to Ante Natal Care among women 
Study indicated that 44% of respondents received full ANC Package (>3 ANC visits, TT2 
/Booster & IF A tablet intake for 3 or more months) and majority of respondents did not 
received full ANC Package. Kavitha and Audinarayana (1997) revealed that respondent's 
education exhibited significant positive effect on the use of ante-natal and natal health 
care services. 
Result of correlation between literacy level and utilization of fiill ANC package in rural 
women indicates that there was a significant and negative correlation between literacy 
level and utilization of fiall ANC package in rural women (p < 0.01). 
While Munishwor Mool (2001) found that literate women used ANC services more often 
than did illiterate women. This pattern was also clearly discerned when looking at the 
percentage of women receiving ANC service according to educational status. Women 
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that were illiterate or did not have any formal schooling had a lower mean number of 
ANC visits, whereas literate women and women with formal schooling had a higher 
mean number of ANC visits. 
In contrary Metgud C.S et al (2009) study revealed that majority of pregnant women 
received two doses of TT, 7.26% received 1 dose as booster, 20.97% received 3 doses of 
TT by private doctors and 8.06% did not receive even a single dose of TT. The study also 
showed that 18.18 % of illiterate pregnant women received full antenatal care and 87.5 % 
of post SSLC studied pregnant women took full antenatal care. As the literacy status 
increased, percentage of pregnant women taking full antenatal care package also 
increased which was statistically significant (p <0.001). The literacy of women has 
significant bearing on utilization of antenatal care by the pregnant women. 
While, Ansari A and Z Khan (2011) found that there were 154 currently pregnant women 
(CPW) and 248 recently delivered women (RDW), of these, a majority of CPW did not 
have any ANC checkups. Similarly majority of RDW did not have any ANC checkups. 
Study also showed that rural women had less accessibility towards antenatal care. 
However, most of the women took antenatal care but it was incomplete (<3 ANC visits, 
TT2 /Booster & IF A tablet intake for 3 or more months). Main reasons for not using 
complete ANC package were illiteracy among rural women. 
140 
Place of delivery 
Present study depicted that 43.75% of respondent's had dehvered in their home, 25% of 
respondents had dehvered in government hospital and remaining 31.25% of respondents 
had dehvered in private hospital. Pradhan .A (2005) sustained their findings that majority 
of the deliveries were hospital deliveries supported by the doctors. Conversely, remaining 
deliveries occurred at home. Further present study shows the correlation between literacy 
level and place of delivery among rural women indicates that there was a significant and 
positive correlation (p < 0.01). The study further found that home and unsafe delivery 
was still widely prevalent in the rural areas of Jawan Block. Women believed more on 
'Dai' (untrained women in village who conduct delivery) as compared to doctors 
especially government staff working in government hospital. 
Role of faith healers and herbalists 
Present investigation depicted that majority of respondents were unaware with role of 
faith healers and herbalists and remaining respondents were aware with role of faith 
healers and herbalists. Further study illustrated the correlation between literacy level and 
awareness allied with role of faith healers and herbalist in rural women indicates that 
there was a significant and positive relationship {p < 0.01). The reasons for this kind of 
result might be due to lack of insufficient knowledge about these due to their negligence, 
disinterest and their illiteracy. Correspondingly Kiran Vani.P. (2007) findings also 
depicted that due to illiteracy women in rural areas are traditionally oriented to believe 
that the cause of illness is the curse of evil spirit. Among rural women, most of them 
were believed in faith healers. Main reason was illiteracy among women; moreover in 
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rural areas they are traditionally oriented to believe that the cause of illness is the curse of 
evil spirit. 
5.4.3 Literacy and nutritional status of the rural women 
Body Mass Index (BMI) 
In the present research work nutritional anthropometry was done through BMI. Study 
portrayed that majority of respondents were underweight BMI (< 18.5). Chaturvedi et al 
(1994) study proved that the height and weight was significantly higher than those of 
ICMR data and lower compared to that of well to do group study data. 
This finding substantiates with Kumar A (2005) that the mean Body Mass Index (BMI) 
varies within a narrow range from 19.2 in Orissa to 23.7 in Delhi. Arunachal Pradesh, 
Sikkim and Delhi have a lowest percentage of women with a low BMI (11 to 12%). 
Shaila et al (2008) study also reported that the mean body weight was 46 ± 8.5kg, height 
was 149 ± 5cm and BMI was (20.5 ± 3.5). The study concluded that most of the rural 
women had a poor nutritional status majority had BMI (< 23.0). 
Further the study revealed that the correlation between literacy level and BMI of rural 
women indicates that there is a significant and positive correlation between literacy level 
and BMI (p < 0.01). Moreover the anthropometry profile of the rural women in Jawan 
block was very poor due to unavailability of resources, poverty, ignorance and illiteracy. 
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Dietary pattern of women 
Present study showed that the food intake of Non Pregnant Non Lactating respondents, 
the average consiunption of cereals was 314g/d, pulses 27g/d, Green leafy vegetables 20 
g/d, other vegetables 50 g/d, roots and tubers 60 g/d, fruits 10 g/d, milk and milk products 
30 g/d and fats and oils 7 g/d. For the pregnant respondents average consumption of 
cereals was 362g/d, pulses 30 g/d, Green leafy vegetables 17 g/d, other vegetables 50 g/d, 
roots and tubers 50 g/d, fruits 10 g/d, milk and milk products 35 g/d and fats and oils 9 
g/d. Whereas in lactating respondents, the average consumption of cereals was 400 g/d, 
pulses 30 g/d, Green leafy vegetables 24 g/d, other vegetables 56 g/d, roots and tubers 64 
g/d, fiiiits 14 g/d, milk and milk products 40 g/d and fats and oils 14g/d. 
In harmony with above finding Hanne Nielsen (2000) study showed that majority of the 
energy and macronutrients in the women's and girls' diet was derived from the food 
group cereals and grain products, which included mainly rice. More than 70% of the 
women's and girls energy intake was supplied by rice. The food group roots, tubers and 
non-GLV provided on average 6% of the dietary energy whereas oil and fats provided an 
average of 5% of energy in the female diet. The second most important source of protein 
was fish followed by roots, tubers and non-GLV. The women and girls obtained more 
than half of their total fat from soybean oil and mustard oil from the food group oil and 
fats. One quarter of their dietary fat came firom cereals and grain products and 11% from 
fish. Energy, carbohydrate, protein and fat fi-om the food group's nuts and fruits, sugar 
and sugar cane, meat, poultry, eggs, milk and milk products were negligible. 
The resuhs were also comparable to Kumar A (2005) he found that the two-third of 
women consumes vegetables every day and majority of women eat vegetables at least 
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once a week. Pulses, beans as well as green, leafy vegetables are also important part of 
their diet. About significant number of women eat pulses or beans everyday. Milk or curd 
is a common part of the diet for a majority of the women, but some women consume milk 
or curd occasionally. Majority of the respondents eat fruits rarely. 
Similarly Joyce B (2011) research foimd that the significant number of pregnant women 
took fruits daily during pregnancy, whereas 8.6% never took fruits and more than half 
took fruits but on an irregular basis. Eighteen percent of the pregnant women took green 
leafy vegetables daily, while majority had green leafy vegetables on an irregular base. A 
majority of the pregnant women ate non green leafy vegetables on a daily base, and only 
28.7% ate these irregularly. 
Present findings illustrates the correlation between literacy and average consumption of 
nutrient (per day) among NPNL rural women indicates that there was a significant and 
positive correlation between literacy level and average consumption of nutrients among 
NPNL rural women (p < 0.01), correlation between literacy level and average 
consumption of nutrients (per day) among pregnant rural women indicates that there was 
a significant and positive correlation {p < 0.01) and correlation between literacy level 
and nutrient intake (per day) among lactating rural women indicates that there was a 
significant and positive correlation {p < 0.01) H.N. Ene-Obong et al (2001) study 
supported the findings that none of the women met the iron, riboflavin and niacin 
requirements, while protein and energy intakes were marginal. Further the finding 
concluded that level of education correlated positively with all the nutritional variables 
but was significant (p<0.05) for energy, niacin and vitamin C intake. 
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Biochemical examination 
Anemia 
Present findings shows that as far as the anaemia was considered in reference to NPNL 
women, majority of respondents had Severe anaemia - <7.0 g/dl, 5% of respondents had 
Moderate anaemia - 7.0-8.9 g/dl, 5% of respondents had Mild anaemia - 9.0-10.9 g/dl and 
only 8.75% of respondents had Normal - >11.0 g/dl haemoglobin level. Similarly in 
reference to pregnant women, majority of respondents had Severe anaemia - <7.0 g/dl, 
10% of respondents had Moderate anaemia - 7.0-8.9 g/dl, 5% of respondents had Mild 
anaemia - 9.0-10.9 g/dl and remaining respondents had Normal - >11.0 g/dl haemoglobin 
level. While in reference to lactating women, majority of respondents had Mild anaemia -
9.0-10.9 g/dl, 8.75% of respondents had severe anaemia -<7.0g/dl, 6.25% of respondents 
had moderate anaemia-7.0-8.9g/dl and only 5% of respondents had normal->11.0g/dl 
haemoglobin level. 
This finding substantiate with Joyce B (2011) reported that the significant number of 
pregnant women had normal haemoglobin level, most of the pregnant women had 
mild/moderate anaemia and remaining pregnant women had severe anaemia categorized 
by haemoglobin level <7g/dl. The mean haemoglobin level during first trimester was 
10.4(± 1.8) g/dl. The minimum haemoglobin level was 6.1 g/dl and the maximum was 
14.7g/dl. While, Rai B. et al (1959) and Shankar (1962) studies also found the nutritional 
status of expectant mothers have a high incidence of anaemia. 
Present findings illustrate a significant correlation between literacy and haemoglobin 
level {p< 0.01). This finding is higher than the national Demographic health survey 
(1998-1999).The study found that nearly 15 % of ever married women were stunted and 
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about one fifth had moderate to severe anaemia with poor nutrition. The adverse health 
consequences of poor nutrition are due to low literacy rate. 
Toteja G and Singh P (2001) supports that during 1986-1991 haemoglobin estimations in 
rural pregnant women in Varanasi were 94.5%, 95.3% and 95.9 % prevalence of anaemia 
in I, II and III trimesters. Anaemia decreases steadily with increases in the level of 
educational attainment, fi"om 56 % among illiterate women to 40 % among women who 
have completed at least high school. The results were also comparable to Shezadi et 
al(2010) they found that role of education in the development of anaemia. In their study 
most of the iron deficient ladies were illiterate. It meant that educational status of women 
had great impact on the said problem and the analysis showed that mean haemoglobin 
level of illiterate women was less than those who had higher education. Study concluded 
that anaemia was highly prevalent among rural women of Jawan Block. 
Clinical nutritional deficiency among women 
Study indicates that a sufficient representation of respondents have Bitot's spot (a sign of 
vitamin A deficiency), 54.75% of respondents have angular stomatitis ((a sign of B 
complex vitamin deficiency), 71.25% of respondents have dental caries( a sign of vitamin 
C )and 55% of respondents paleness of nails (sign of deficiency of iron). Present findings 
illustrate a significant correlation between literacy level and clinical nutritional deficiency 
(p < 0.01). The results were also comparable H.N. Ene-Obong et al (2001) that Angular 
stomatitis and muscle wasting were visible among the rural women. Similarly Radhika 
M.S. et al (2002) worked on the effects of vitamin A deficiency during pregnancy on 
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maternal and child health & concluded that sub clinical Vitamin A deficiency is a 
problem during third trimester of pregnancy is due to illiteracy. 
While the study by National Food & Nutrition Centre (2007) reported that the mean 
serum retinol levels in rural women were 42.9 ng/dL. 
Shaila et al (2008) Study also reported that regarding nutritional deficiency, about half of 
the rural women had some form of signs related to Vit-A deficiency and majority had 
signs of Vit-B complex deficiency either in the form of glossitis or of angular stomatitis 
or both. Of those with Vit-A deficiency, 52% complained of night blindness, 37% had 
Bitot's spot plus night blindness, 3% had toad skin, and 2% had Bitot's spot and comeal / 
conjunctival xerosis. Of the vitamin B deficiency disorders, 65% presented with glossitis, 
19% with angular stomatitis and 16% with both angular stomatitis and glossitis. Most of 
the rural women firom Jawan Block were suffering from Bitot's spot, angular stomatitis, 
dental caries and paleness of nails. 
5.4.4 Literacy and decision making of the rural women 
Decision making in household affairs 
Present study illustrates that decision regarding the purchase of household goods majority 
of decision were taken by husband, 23.5% were joint decision and 27.25% of decision 
were taken by respondent alone. Rahman R et al(2004) study depicted that in the northern 
state of Uttar Pradesh female autonomy to be considerably better in Uttar Pradesh, net of 
individual and household characteristics is evident in almost every index of autonomy: 
decision-making authority, mobility, access to and control over economic resources and 
to a lesser extent freedom from threat by husbands. 
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As far as decisions regarding cooked food were considered, majority of decision was 
taken by respondent alone. While decision regarding education of children majority was 
taken by respondent alone whereas, majority of decisions regarding marriage of children 
were taken by respondent alone. Romeena Nasreen et al (1994) study reported that 
majority of the respondents believed in dominant role of husbands in making important 
decisions concerning family affairs. While remaining respondents believed that the males 
should have a limited role (to some extent) in family affairs. Nearly 7% respondents 
tended to disallow any role of the males in family affairs. 
Present findings illustrate a significant correlation between literacy level and decision in 
household affairs (p < 0.01). Women are quite often not even consulted. This is because 
of the feeling among men that women are incapable of expressing their decisions, due to 
illiteracy among them. It concluded that if women are educated they would acquire the 
capacity to participate in household decision making. Education and economic 
independence play a vital role in changing mind sets and attitudes. Education increases 
women's awareness and leads to their overall development thereby helping the nation to 
prosper. Similarly Mridula (1998) reported that women's education leads to reduction in 
family size, greater attention by mothers towards health, education and character building 
of their children. An educated woman is more likely to share in family decisions about 
how many children to have, how to bring them up and how to care her own and her 
family health. 
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Decision making in personal affairs 
Present study demonstrates that majority of decisions regarding contraception were taken 
by husband. Further the study shows that the majority of decision regarding place of 
delivery, out of which majority of decisions were taken by respondent alone. Majority of 
decision regarding respondents' health care were taken by respondent alone, whereas 
25% were joint decision and 22% of decisions were taken by husband. 
Present findings exemplify a significant correlation between literacy level and decision 
making in personal affairs (p < 0.01). Senapaty B.A. (2011) study reported that the 
education level of women is one of the most important determinants of her using delivery 
care services. As the level of education of a mother rises, she becomes increasingly more 
likely to use maternal health care services. 
Moreover, women in Jawan Block decisions regarding purchase of household goods, use 
of contraception were taken by husband, while decision regarding cooked food, children 
marriage, children education, place of respondent delivery was taken by rural women. 
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SUMMARY AND CONCLUSION 
Present chapter summarizes the study. It draws conclusion and provides suggestions. This 
chapter includes the following heads: 
6.1 Summary 
6.2 Conclusion 
6.3 Suggestions 
6.1 Summary 
Present chapter includes the summary that indicates the brief procedure and major 
findings of the whole study. The present study entitled "Impact of Literacy on Quality of 
Life with particular reference to decision making, health, and Nutritional status of women 
in Jawan Block, Aligarh, (U.P)" was conducted with the general objectives- to assess the 
literacy level of rural women in Jawan Block and to find out the level of the quality of 
life of the rural women in Jawan Block. For the purpose of study a sample of 400 adult 
rural women in the age group of 18-40 years were selected from the 10 villages fi-om 
naya panchayat (local governance) namely (Cherrat, Sumera, Nagaula, Kasimpur, Jawan 
Sikandrpur, Jawan wajidpur, Faridpur, Chanduakha) of Jawan block using proportionate 
stratified random sampling design. Information regarding demographic profile, 
nutritional status, health status, decision making, and quality of life was collected through 
interview schedule, observation method, and case study. Data was collected in three 
stages. After collecting data coding, editing, and compilation were done. The analysis 
was made using statistical package for social sciences (SPSS) version 17. Different 
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statistical tools i.e. frequency and spearman correlation (rs) were employed to 
systematically present the information and to develop the relationship among the various 
variables. 
6.1.1 Demographic profile of rural women 
• Majority of respondents in the sample were in the age group of 24 to 28 years. 
• Majority of respondents in the sample were lives in nuclear family. 
• Majority of respondents belonged to Hindu community. Majority of respondents in the 
sample were belonged to General castes. 
• Majority of respondents in the sample were housewife. 
• Majority of respondents in the sample belonged to poor class 
6.1.2 Literacy level of rural women 
• Majority (50.25%) of the respondents in the sample were illiterate. 
6.1.3 Association between Quality of life and socio-economic variables (age and 
occupation) of the rural women 
• Majority (72.25%) of respondent's house were katcha house, while 27.75% of 
respondent's houses were pacca house. 
• Majority (52.75%) of respondent's husband was the owner of house. 
• Majority (58.75%) of respondent's house did not have bathroom. 
• Majority (54.25%) of respondent's house did not have toilet. 
• Majority (52.75%) of respondent were those whose village did not have access to satisfactory 
road network. 
151 
• Majority (61.75%) of respondent's village did not have network of telephone 
services. 
• Majority (63%) of respondents did not have access to health centres in village. 
• Association between socio economic variables (Age) and Quality of Life (Housing) 
among women indicate an insignificant relationship between age and type of house 
(r,= .015,/?>0.01). 
• Negative and insignificant relationship was found between age and ownership of the 
house ( r , - - .008, /» 0.01). 
• Insignificant relationship was found between age and bathroom present in the house 
(r,=.014,;?>0.01). 
• Negative and insignificant relationship between age and toilet present in the house (r, 
= -.0l4,p>0.0\). 
• Association between socio economic variables (Age) and Quality of Life 
(Neighbourhood/Community services) in women indicates that there was a negative 
and insignificant association was found between age and access to satisfactory road 
network in the village (r^  = -.024, p > 0.01). 
• Negative and insignificant association was found between age and access to health 
centres (/-,= -.012,/? > 0.01). 
• Positive and insignificant association was found between age and network of 
telephone service(s) in the village (rs= .004,p> 0.01). 
• Correlation between socio economic variables (respondent's occupation) and Quality 
of Life (Housing) among women indicate that there is an insignificant relationship 
between respondent's occupation and type of house (rs= .715, p > 0.01), insignificant 
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relationship between respondent's occupation and ownership of the house (ri= .815, 
p > 0.01), insignificant relationship between respondent's occupation and bathroom 
facilities present in the house (r, = .682, p > 0.01) and insignificant relationship 
between respondent's occupation and toilet facilities present in the house (rs= .981,/? 
> 0.01). 
• Correlation between socio economic variables (respondent's occupation) and Quality 
of Life (Neighbourhood/Community services) among women indicate that there were 
an insignificant relationship between respondent's occupation and access to 
satisfactory road network in the village (r^  = .023, p> 0.01), respondent's occupation 
and network of telephone service(s) in the village (r^ = .019, p > 0.01) and 
respondent's occupation and access to health centres (rs= .002,p > 0.01). 
6.1.4 Relationship between literacy to quality of life, health status, nutritional 
status, and decision making of the rural women 
A. Literacy and quality of life 
Housing 
• Significant and negative association was found between respondent's literacy level 
and type of house (r^= -.001,/? < 0.01). 
• Negative and insignificant relationship was found between respondent's literacy level 
and bathroom present in the house (r^= -.01 l ,p > 0.01). 
• Negative and insignificant relationship was found between respondent's literacy 
level and toilet present in the house {rs= -.013,p> 0.01). 
• Significant and positive association was found between respondent's literacy level 
and ownership of the house (rs= .000, p < 0.01). 
153 
• 
(Neighborhood/community services) 
Insignificant relationship was found between respondent's literacy level and access 
to satisfactory road network in the village {rs= .005, p> 0.01). 
Insignificant relationship was found between respondent's literacy level and network 
of telephone service(s) in the village (rs= .005, p< 0.01). 
Significant and positive association was found between respondent's literacy level 
and access to health centres (rs= .206,p < 0.01). 
B. Literacy and health status of the rural women 
Use of contraception 
Majority of respondents (45%) were using condom, 22.5% of respondents were 
using tubectomy, 15% of respondents were using lUD and only 17.5% of 
respondents were not using any contraceptives. 
Majority of respondents (11.25%) were not aware about the mode of contraception, 
3.75% of respondents were not using contraceptives due to partner opposition and 
only 2.5% of respondents were not using any contraceptives due to side effect. 
Significant and positive association was found between literacy level and use of 
contraceptives (rj= .005, p < 0.01). 
Insignificant association was found between literacy level and reason for not using 
any contraceptives (rs= .023,p > 0.01). 
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Awareness to HIV/AIDS 
• Majority of respondents (88.5%) was not aware about AIDS/HIV and only 11.5% of 
respondents were aware about AIDS/HIV. 
• Significant and positive association was found between literacy level and awareness 
regarding HIV/AIDS (r,= 223,p < 0.01). 
Access to Antenatal care among women 
• Majority of respondents (56%) were not received full ANC Package (>3 ANC visits, 
TT2 /Booster & IFA tablet intake for 3 or more months). 
• Significant and negative correlation was found between literacy level and utilization 
of full ANC package in rural women {rs= -.230, p < 0.01). 
Place of delivery 
• Majority 43.75% of respondent's were delivered in their home, 25% of respondent's 
were delivered in government hospital and remaining 31.25% of respondent's were 
delivered in private hospital. 
• Significant and positive correlation was found between literacy level place of 
delivery among rural women {rs= .227,p < 0.01). 
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Role of faith healer and herbalist 
• Majority of respondents (68.75%) were believed in role of faith healers and 
herbalists while 31.25% of respondents were believed with role of faith healers and 
herbalists. 
• Significant and positive association was found between literacy level and awareness 
allied with role of faith healers and herbalist (r^= 221, p < 0.01). 
C. Literacy and nutritional status of rural women 
Body Mass Index (BMI) 
• Majority of respondents (56.5%) were underweight (BMI < 18.5). 
• Significant and positive correlation was found between literacy to BMI (p < 0.01). 
Dietary pattern of rural women 
• Food intake of Non Pregnant Non Lactating respondents, the average consumption 
of cereals was 314g/d, pulses 27g/d, Green leafy vegetables 20 g/d, other vegetables 
50 g/d, roots and tubers 60 g/d, fruits 10 g/d, milk and milk products 30 g/d and fats 
and oils 7 g/d. 
• Food intake of pregnant respondents, the average consumption of cereals was 
362g/d, pulses 30 g/d, Green leafy vegetables 17 g/d, other vegetables 50 g/d, roots 
and tubers 50 g/d, fruits 10 g/d, milk and milk products 35 g/d and fats and oils 9 
g/d. 
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• 
Lactating respondents, the average consumption of cereals was 400 g/d, pulses 30 
g/d, Green leafy vegetables 24 g/d, other vegetables 56 g/d, roots and tubers 64 g/d, 
fruits 14 g/d, milk and milk products 40 g/d and fats and oils 14g/d. 
Significant and positive correlation was found between literacy level and average 
consumption of nutrients among NPNL rural women (p < 0.01). 
Significant and positive correlation was found between literacy level and average 
consumption of nutrients among pregnant rural women (p < 0.01). 
Significant and positive correlation was found between literacy level and average 
consumption of nutrients among lactating rural women ip < 0.01). 
Anaemia 
In NPNL women majority (18.75%) of them had Severe anaemia - <7.0 g/dl. 
In pregnant women majority (11.25%) of respondents had Severe anaemia - <7.0 
g/dl. 
In lactating women majority (10%) of respondents had Mild anaemia - 9.0-10.9 
g/dl. 
Significant correlation was found between literacy and haemoglobin level {p< 
0.01). 
Clinical nutritional deficiency 
Majority (52.5%) of respondents have Bitot's spot (a sign of vitamin A deficiency). 
Majority (54.75%) of respondents have angular stomatitis (a sign of B complex 
vitamin deficiency). 
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• Majority (71.25%) of respondents have dental caries (a sign of vitamin C). 
» Majority (55%) of respondents have paleness of nails (a signs of deficiency of iron). 
• Significant correlation was found between literacy level and clinical nutritional 
deficiency (p < 0.01). 
D. Literacy and decision making of the rural women 
Decision making in household affairs 
• Majority of decision (50.25%) were taken by husband, 23.5% were joint decision 
and 27.25% of decision were taken by respondent alone. 
• Majority of decision (37.5%) regarding cooked food was taken by respondent 
alone. 
• Decision regarding education of children majority of decision (37.5%) of decision 
was taken by respondent alone, 32.5% were joint decision and only 30% of 
decisions were taken by husband alone. 
• Significant association was found between literacy and decision making in 
household affairs (rj= .322, p < 0.01). 
Decision making in personal affairs 
• Decision regarding contraception majority of decision (50.25%) were taken by 
husband, 25% of decision were taken by respondent alone and only 24.75% were 
joint decision. 
• Decision regarding place of delivery, out of which majority (42.5%) of decisions 
were taken by respondent alone. Decision regarding respondent health care majority 
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of decisions were taken by respondent alone, 25% were joint decision and 22% of 
decisions were taken by husband. 
• Significant association was found between literacy and decision making in 
personal affairs {rs= .762, p < 0.01). 
6.2 Conclusions 
Women in rural areas of Jawan block are mostly illiterate. They belonged to low socio 
economic status and still believed about traditional faith healers. Self imposed restrictions 
were also found among rural women. Study also found that the significant impact of 
literacy on quality of life of rural women. 
Study explored that socio demographic profiles were significantly associated with their 
quality of life among women. Literate women use their knowledge and perception to 
increase the accessibility of resources within the home and out side the home which 
ultimately increases their quality of life. 
Further, rural women of Jawan Block had incomplete awareness regarding contraception 
and significant numbers of women were not using contraceptives. Husband's disapproval 
was one of the main reasons for not using contraception. Study also observed that literacy 
profile of rural women increases the awareness regarding contraception. Moreover, rural 
women of Jawan Block were unaware about AIDS/HIV. Only some of the literate women 
were aware about AIDS/HIV through mass media. Study also showed that rural women 
had less accessibility towards antenatal care. However, most of the women took antenatal 
care but it was incomplete (<3 ANC visits, TT2 /Booster & IFA tablet intake for 3 or 
more months). Main reasons for not using complete ANC package were illiteracy among 
159 
rural women. The study further found that home and unsafe deHvery was still widely 
prevalent in the rural areas of Jawan Block. Women believed more on 'Dai' (untrained 
women in village who conduct delivery) as compared to doctors especially government 
staff working in government hospital. Among rural women, most of them were believed 
in faith healers. Main reason was illiteracy among women; moreover in rural areas they 
are traditionally oriented to believe that the cause of illness is the curse of evil spirit. 
Moreover, the nutritional profile of women in Jawan Block was very poor. Study pointed 
out that anaemia was highly prevalent among rural women. Most of the rural women 
were suffering from Bitot's spot, angular stomatitis, dental caries and paleness of nails. 
Further, decisions regarding purchase of household goods, use of contraception were 
taken by husband, while decision regarding cooked food, children marriage, children 
education, place of respondent delivery was taken by rural women of Jawan Block. It was 
found that respondent wanted to have Husband's limited role should have a limited role 
(to some extent) in household as well as in their personal affairs. 
Eventually, the inference that can be drawn from the outcome of this study is that literacy 
profile of women play a crucial role in enhancing the quality of life, health status, 
nutritional status, and decision making of rural women of Jawan Block. 
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6.3 Suggestions 
Keeping in view the findings of study following steps are being proposed for enhancing 
the quality of life of rural women-
• Keeping the social and traditional role of women, they should be made vigilant 
towards the faith healers. 
• At the state and local government levels, a lot more advocacies is needed to 
encourage institutions and non-governmental organizations to incorporate and 
prioritize access and utilization of information into development plans to 
improve the quality of life of the rural women in Jawan Block. 
• Since the present study was conducted to associate the literacy impact of rural 
women on their quality of life, health status, nutritional status and decision 
making is a need to study the specific areas in detail at macro as well as micro 
level so as to draw some useful and valid generalizations. 
• Women assess to safe delivery should be provided at the health centers. 
• Proper channeling of funds and resources should be arranged for rural women. 
• Arrangement of women oriented programs based on education, health awareness 
and aspect of life should be made. 
• Proper monitoring and evaluation of programs by service provider. 
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ANNEXUREI 
A. Proposed Social classification for the month of December 2004 
Social Class 
I 
II 
III 
IV 
V 
VI 
Upper High 
High 
Upper Middle 
Lower Middle 
Poor 
Very Poor and Below Poverty 
Line (BPL) 
Per Capita monthly income limits (Rs.) 
Prasad's Classification Modified Proposed 
Classification for the month of December 
2004 
100 and above 
50-99 
30-49 
15-29 
Below 15 
1000 and above 
5000-9999 
3000-4999 
1500-2999 
500-1499 
Below 500 
Source: Agarwal A. (2008) Social classification: the need to update in the present 
scenario. 
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B. BMI Classification for adults 
Classification BMI(Kg/mO 
Principal Cut-off Points 
Underweight 
Normal range 
Overweight 
Obese 
<18.50 
18.50-24.99 
> 25.00 
> 30.00 
Source: WHO, 2004, Global database on body mass index 
C. Classification of anemia for adult non pregnant women 
Classification Haemoglobin level (g/dl) 
Principal Cut-off Points 
Severe 
Moderate 
Mild 
< 7.0 g/dl 
7.0- 9.9 g/dl 
10.0-11.9 g/dl 
Source: NFHS - III, 2005-2006 
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D. Sahil's method for haemoglobin estimation 
The procedure was explained to participants and then finger tip was cleaned with 
spirit, dried and clean puncture made with a sterilized disposable needle. First 
drop of fi:ee flowing blood was wiped off and second drop was used for 
haemoglobin estimation. An accurate volume (20 |al) of blood was drawn into the 
Hb pipette and immediately delivered to Hb tube containing 0.2 ml of N/10 HCL. 
After 10 minutes of waiting period, distilled water was added to the Hb Pipette till 
the color matched with the standard color coded disc. The reading was noted to 
the nearest of 0.2 gm%. 
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ANNEXURE II (A) 
Interview Schedule (Hindi) 
Personal Profile 
1. ^ ^ ^^ fR : 
2. ^^ TFT : 
3. T^Tg : 
Family Profile 
5. •qfcT ^ "^m : 
6. q%fR cf>T 3TFf5R : l^ ch|cj7]/^ H^cfvT 
7. €r4 cT vJnfrT : 
Quality of Life (Housing) 
1. ^ c^ Vi^m : cfrccTT ^ / T T c f ^ ^ 
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4. i^ Nldil: f f / ^ 
Neighbourhood Community Services 
5. ^#<T ^ H^ : F t / ^ 
6. "mR ^ ^T^ : F f / ^ 
7. ^^^\W^ ^to^ : F T / ^ 
Health Profile of rural women 
2. 3FR FT cfr ^ W c f t e ^>kiHld ^ f ^ f : 
3. 3FR ^ ?fr ^ : vjlHchl^ ^ Ft^ ^ ^f^N^/^frr cf^ t 3MFT#/-^Q3TTIcr 
4. cf^ TT arm TT;?^ C^ ifT^ ^  vJfH^ t ? 
5. 3FR ^  cfr cRTT? 
6. "SPTT 3TFT TrntcpfSTT c^ ^ ^ F f F ! ^ cfTcfT ufTx[ c^ iTI^ ^  u f R ^ f ? 
7. c f^ 3TN^ SPT^ tee^ f^P^ fcPfSTT ^ w N c^^cTpfT sfT? 
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8. cPTT vjffrr ^ -^HR PlHfeiRslcl ufm ^ a5\ : ^ ^ 
10. CF2TT 3Tm ? T r ? ^ ^ fct^ cTM c R ^ f ? : # / ^ 
Nutritional Profile of rural women 
1. BMI : eFelT^/cf^JH/efr^ W^ ^4cbH 
2. "^ fJef 3TN^ ^ f ^ 1SF\ ^ ^RT fefm STT? 
Meal 
^li^cll 
^ 
<\^^i cbl vIslHI 
^IIH cb") rJlil 
"^ Tcf cfjl vlslMI 
Menu Ingredient 
3. 1^ '^ u fN (Hb) : 
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Decision Making among Women 
Personal Decision 
7. sitfTT^ ^ ^fT^^ ^PfRS^T ^ eT^ cfJT 1^Pk cf^K ^ t ? 
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ANNEXURE II (B) 
Interview Schedule (English) 
Personal Profile 
1- Name of Village: 
2- Name: 
3- Age: 
4- Literacy Profile: Illiterate, Primary, Junior, High School, Inter, Graduate 
Family Profile 
5 - Husband's Name: 
6- Type of Family: Nuclear/Joint 
7- Religion and Cast: 
Quality of Life (Housing) 
1- Type of house: Katcha House/ Pacca House 
2- Ownership of the House: Respondent/Husband/ Father in-law/Mother in -law 
3- Bathroom: Yes/No 
4- Toilet: Yes/No 
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Neighborhood Community Services 
5- Access to satisfactory road network: Yes/No 
6- Access to telephone network: Yes/No 
7- Access to health centre: Yes/No 
Health Profile of rural women 
1- Did you know about contraception? : Yes/ No 
2- Do you use contraception? Yes/No 
3- If no then why? 
Lack of information/Disagree of Husband/ Side effects 
4- Did you know about AIDS? 
5- Ifyes then what? 
6- Did you know treatment during pregnancy? Yes/No 
7- Have you done treatment in your last pregnancy? Yes/No 
8- At the time of ante natal visits, following steps were done-
Blood test/ TT/IFA tablets/ weight measure /advice for institutional delivery. 
9- Where did you go for your last delivery? 
Home/government hospital/private hospital 
10- Did you believe in faith healers or herbalist? Yes/No 
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Nutritional Profile of rural women 
1 - BMI: Height/Weight/Body Mass Index 
2- Yesterday what Food you had taken in the Meal 
Meal 
Breakfast 
Lunch 
Tea 
Dinner 
Menu Ingredient 
3- Blood Test (Hb): 
4- Clinical Nutritional Deficiency: 
Decision Making among Women 
1- Who take decision to purchase house hold goods: Respondent/Husband/In-
Laws 
2- Who take decision regarding cook food: Respondent/Husband/In-Laws 
3- Who take decision related to children's education: Respondent/ Husband/ In-
Laws 
4- Who take decision related to children's marriage: Respondent/Husband/In-Laws 
Personal Decision 
5-
6-
7-
Who take decision of family planning: Respondent/ Husband/ In-Laws 
Who take decision of birth delivery place: Respondent/ Husband/ In-Laws 
During illness who take decision regarding health centre: Respondent/ Husband/ 
In-Laws 
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ANNEXURE - III (A) 
^^5ri^;/^7 /t??rO^O f^^W : 12-02-2009 
ulH*l^ g^M I 3nxi ^ftpqr W l F t 3IN!?itcb TJTFItPT^  ^SW^m <f>^ i?^ 
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ANNEXURE - III (B) 
W^ l'^ S & / 08-09/ ^ 0 ^ 0 / fM^fJ 19-02-2009 
r 
q^Tcp 1 6 7 / 1 ^ 0 ^ 0 / f^ T^T^  12-02-2009 c^ ^KT ^ ^ W^?^ ^ 
STRT 3TFT c^ TTR ^ W^M ^PxMft, ^^^ 3 T F # TTm ^ sfT^ ^ "vJfFTcpr^ 
^^^^] 3M 3rcpf ^r^ ^ ^ •-n i^iVi cf^ ^ f ^ r 
^ 3 - ^qrft crgvifT wrsif?^  f^^ TCMCR ^ O ^ ^ O ^ 3fcjtn^ i 
A^*^ '^' 
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ANNEXURE - III (C) 
Department of Home-Science 
F/O Agricultural Sciences 
A.M.U. Aligarh. 
D.No /HM Dated: 
The Chairman 
D/o Cotamunity Medicine 
J.N.M.C 
A.M.U., Aligarh. 
Through: The Chairman Deptt. of Home-Science, AMU. 
Subject: Expert views on interview schedule . 
Respected S lA- . , 
With due respect I would like to say that Ms.Farhat J ahan (Enrol. No-GA-
5222 , R.no-06 Ph.D-Q-392) Research Scholar in D/o Home-science need 
your expertise & suggestions on interview schedule for her research work. 
I will be highly grateful for your kind efforts. 
Thanking you in anticipation . 
Dr. Saba Khan 
(Supervisor) 
Lecturer 
D/o Home-Science 
A.M.U .Aligarh. 
184 
ANNEXURE - III (D) 
Researcher forming rapport Formation with the respondents 
ANNEXURE-111(0) 
Researcher Measuring Height of the respondent 
ANNEXURE - III (W) 
Researcher Measuring Weight 
